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CLINICAL TYPES OF GOITRE WITH 
SPECIAL REFERENCE TO THE 
ADENOMATOUS TYPE, WITH 

DEMONSTRATION OF 
CASES* 





HENRY J. VANDEN BERG, M. D., F. A. C. S. 
GRAND RAPIDS, MICH. 


In discussing clinical types of goitre it is 
necessary to know what is meant by the terms 
applied to various types of goitres. It has 
been difficult to get a working classification 
that is definite because of the many variations 
and combinations of types, and because of the 
changes from one type to another. For all 
practical purposes, however, three types are 
recognized—namely, simple or colloid goitre, 
the adenomatous type (or probably mixed), 
and the exophthalmic type. 

The simple or colloid type is usually seen in 
adolescence and rather frequently during preg- 
nancy, and at times at the menopause. This 
occurrence is probably not a happenstance, but 
likely indicates a gonad relationship. In the 
majority of cases there are no toxic symptoms 
or signs, but there may be a slight to a mode- 
rate degree of intoxication. The gland is fairly 
uniformly enlarged, retaining the normal con- 
tour, because every alveolus is increased in size 
from distension with colloid. It is Marine’s 
theory that the iodine concentration is low and, 
therefore, upon administration of iodine the 
concentration is increased with consequent re- 
duction in the amount of colloid. We know 
that this type is satisfactorily treated by the 
administration of iodine in some form. The 
basal metabolic rate is usually normal, or only 
slightly above. 

The exophthalmic goitre presents the other 
extreme in the matter of toxicity. It occurs 
much more frequently in women than in men. 
The average age of the first appearance of toxic 
symptoms is in the early 30’s. The clinical 
course is variable but definite and progressive, 
usually with remissions and exacerbations. The 
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onset is usually insidious, increasing gradually 
for a period of months, at the height of which 
the so-called crisis is reached. It may run a 
chronic course without the development of a 
true crisis. In some instances it appears quite 
suddenly in its fullest intensity. The symp- 
tom complex is one of intense general intoxica- 
tion affecting principally the nervous system 
and secondarily the heart and other vital or- 
gans. The degree of invalidism is dependent 
upon the severity of the attacks, which in turn 
determine the extent of the degenerative 
changes in the vital organs (nervous system, 
heart, liver, kidneys, pancreas, endocrine 
glands, et cetera). I do not intend to mention 
all the symptoms and signs usually enumerated, 
but I wish to call your attention to a few that 
are not frequently mentioned, yet very im- 
portant; Ist, loss of weight, despite a normal 
intake of food or an amount even in excess of 
normal, due probably to the increased metabol- 
ism which ranges anywhere from plus 30 to 
plus 150 or more. 2nd, in the absence of a 
bruit one should hesitate to make a diagnosis 
of exophthalmic goitre; 3rd, there is no ten- 
dency to hypertension—the diastolic pressure 
is low, consequently the pulse pressure is high; 
4th, in slightly toxic cases the forceful quality 
of the first heart tone is very important. In 
my experience, this sign is valuable in the dif- 
ferential diagnosis where tuberculosis or the 
neuroses may have to be considered. 

The gland may not be, but usually is slightly 
or moderately enlarged. If enlarged, the symp- 
toms usually develop with the enlargement. 
The consistency and general feel resemble that 
of the normal gland. In the treatment of this 
type of goitre the best results are obtained 
through surgery. 

The adenomatous goitre occupies a position 
in toxicity midway between the simple or col- 
loid goitre and the exophthalmic type. The 
average age of the first appearance is in the 
early 20’s, but the first symptoms of intoxica- 
tion appear about 15 years later. The clinical 
course is somewhat variable, but much less so 
than in the exophthalmic type. The tendency 
is to be progressive without remission. Thyroid 
enlargement has usually been present for years 
when symptoms are first discernible. They 
are usually nodular, therefore, asymmetric in 
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shape, although at times the normal thyroid 
shape may be retained. They are extremely 
variable in size and somewhat so in position. 
I have seen them encircle the trachea com- 
pletely. The intra-thoracic position is, . of 
course, not uncommon. There may be only a 
single adenoma located in the median or in 
either lateral lobe. They are, however, usually 
multiple and in the lateral lobes, and are found 
more particularly in the lower poles. They 
may undergo almost any form of degenera- 
tion, cystic, hemorrhagic, calcareous, malig- 
nant, or a combination of these. The form of 
degeneration will determine the feel and con- 
sistency and this is extremely important in 
relation to malignancy. A thrill and bruit are 
usually absent ; tremor is seldom present and less 
marked and exophthalmus rarely occurs; there 
is a tendency to hypertension; the diastolic 
pressure is sustained and the pulse pressure is 
normal ; the basal metabolism seldom goes over 
50 plus. According to Plummer this type be- 
comes toxic in 23 per cent of cases. The toxine, 
however it may be elaborated, seems to have 
a selective action for the myocardium; the 
nervous system to a lesser extent. The adeno- 
matous goitre might be called the myocardial 
type just as Grave’s disease is known as the 
exophthalmic type. Frequently early cardiac 
changes may be demonstrated in the absence 
of the ordinary signs of toxic goitre. Not in- 
frequently patients seek relief from grave car- 
diac manifestation without having the faintest 
suspicion that their trouble is of goitre origin. 
This etiological relationship may perplex the 
physician also. The heart has great reserve 
force, therefore considerable damage can be 
done before cardiac embarrassment appears. 
If this is true, who can say in any given case 
whether the goitre (adenoma) is. exerting a 
damaging effect or not. When then shall we 
advise removal of an adenoma? I believe it 
should be done in all cases after 25 or 30 years 
of age unless contraindicated. The presence 
of an adenoma is as gross an evidence of po- 
tential danger as obesity is of endocrine dis- 
turbance, both serious and both very much 
neglected. There are other good reasons for 
removing adenomas. The general toxicity af- 
fects the nervous system, and, in fact, all 
parenchymatous organs. Ninety per cent of 
all malignant tumors of the thyroid arise in the 
_ adenomata (1.8 per cent of thyroid cases are 


malignant), 6 per cent produce pressure symp- 
toms of one kind and another. They tend to 
produce hypertension, and nearly all exhibit 
some deformity, altogether more than sufficient 
reason for more serious consideration than is 
generally given the adenomatous type. Since 
the operative hazard is slight, why not remove 
the cause before damage to vital organs is done? 
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CASE EXHIBITS 


Case No. 1. Maiden lady of 62 who has had a 
goitre for years which bothered slightly five years 
ago, but soon became quiescent. Since then she has 
been fairly well until present trouble which began 
in: June, 1921 with palpitation, increased nervousness 
and loss of weight. She was treated medically and 
had a few X-ray treatments with unsatisfactory re- 
sults. There was some loss of weight during this 
time, with appetite poor. For two months had been 
bed-ridden. The thyroid was moderately enlarged, 
irregular in contour, no suggestion of malignancy, 
no thrill or bruit, slight exophthalmus, a coarse tremor, 
nutrition rather poor, heart slightly enlarged, rate 
around 90. Blood pressure 200-120. Operation June, 
1922, partial lobectomy both sides and each side was 
about the size of a tangerine. Pathological report 
“multiple adenoma with small area of thyroiditis.” 
Complete recovery and improvement. Has gained 
strength and weight. No palpitation and has normal 
sensitization. No tremor. Sleeps well. Seems to 
be quite normal in every way. 


Case No. 2. Widow, aged 58. Occupation, house- 
work and laundry work. Presented herself in October, 
1921 complaining of palpitation, nervousness and 
fatigue for several months. Some loss of weight al- 
though the appetitie was normal. Goitre has been pres- 
ent since 15 years of age. The enlargement was con- 
fined to the right lower lobe. No thrill or bruit. No eye 
signs. Heart rate was 110. Apex four finger breadths 
wide. Systolic murmur at base and along left sternal 
border, probably functional. No _ hypertrophy. 
Questionable tremor. Consistency of goitre did not 
suggest malignancy. Basal metabolism 33 plus. 
Moderate degree of pyorrhea. Tonsillar pillars red- 
dened and thickened. Diagnosis, “toxic adenoma, 
dental infection, chronic tonsillitis.’ | Operation 
October, 1921. The entire adenoma and entire right 
lobe was removed. The opposite lobe appeared normal. 
Recovery uneventful. In four’ months time the 
patient was again doing washings, having apparently 
completely recovered with the exception of her strength 
which had not been fully regained. She is now 
having good health. 

Case No. 3. Married woman of 49 years, presented 
herself in 1918 because of some recent enlargement 
of a small bunch in the lower left pole that had 
been present for years. She had no toxic signs and 
the general health was good. The consistency was 
hard and stiff (not the hardness of calcareous degener- 
ation), suggesting malignancy. Because of this re- 
moval was advised and accepted. The entire right 
lobe and isthmus were removed. The opposite lobe 
seemed normal. Pathological examination by Dr. 
Warthin was as follows: “Adenomatous goitre with 
an area of proliferating adenoma of a type that pro- 
duces pone metastases. Early adeno ¢arcinoma.’ 
The operation was followed by X-ray treatments. 
There are no signs of recurrence and she has ex- 
cellent general health. 


I wish to emphasize the importance of the 
feel of early malignancy as differing from the 
feel of other forms of degeneration. It is dif- 
ficult to describe and must be learned from 
painstaking study of a large number of cases. 

My plea has been to prevent damaging ef- 
fects from a type of goitre which displays a 
danger signal usually for a long time. If the 
warning has been disregarded, however, good 
results may still be obtained. 
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DISCUSSION 


DR. C. E. BOYS, Kalamazoo, Mich.: I think that 
is a very important paper, especially so because of 
the slowness and insidiousness with which the disease 
comes on. Most of these patients do not come in 
complaining of goitre. They come in gasping for 
breath. They wonder why they have so much dyspnea, 
or they come in with headache. They usually have 
high blood pressure. In contrast to the hyperthyroid- 
ism cases they are usually pretty well nourished. 
Most of the cases I have had have been in large, fat 
women, so much fat that the goitre was usually ob- 
scure to some extent. These cases are important 
because of the damage done to the heart and other 
viscera, as suggested, before the patient herself is 
aware that anything is the matter. I have found 
in many cases not only heart but also the kidneys 
showing marked involvement. I have seen from 3 
to 18 per cent of albumen in these cases. They are 
important because when this damage is once done it 
does not recover even with removal of the gland. 
I have known of a case successfully operated on in 
another place which later came to me and this patient 
was so wrecked that she never recovered and went 
on to death within a year or a year and a half after 
the original operation. Knowing these things to be 
the case, I feel as Mr. Vanden Berg does that we 
should operate on them before this damage occurs. 
The only question that comes up is just when are you 
going to do it. Most of these patients will carry these 
goitres 10 or 15 years before these symptoms develop. 
At just what period are you going to say, “You ought 
to have this goitre out?” I think we could not mani- 
fest sufficient criticism if we said that in the begin- 
ning of the symptom. I think the blood pressure ris- 
ing in a patient with any goitre should be sufficient 
indication for removal of the goitre. It is my im- 
pression that the rise in blood pressure precedes the 
other symptoms as far as the heart is concerned. It 
has been shown at the Mayo Clinic that while the 
mortality rate from operating on toxic adenomas is 
geater than any other, more than 4 per cent, that the 
curability is also the greater, being about 90 per cent, 
that is 90 per cent of the cases are cured in contrast 
to the 80 per cent of cures in hyperthyroidism, but 
the operation must be done in the stage before these 
damages described by Dr. Vanden Berg have taken 
place, in which case the mortality is practically nil. 
They further, I think, emphasize the importance and 
justification of removing these before these serious 
symptoms develop. You might say why not treat 
these with medicine. It has been shown also at the 
Mayo Clinic that while they have found in the last 
year that iodine improved the hyperthyroidism cases, 
and they give it in 10 to 50 drop doses of the Lugol’s 
solution, quite a contrast to what we believed we 
could give a year ago—at the same time in toxic 
adenomas this same drug administration causes the 
most pronounced aggravation of the disease and should 
never be used in adenoma. 

Now how are you going to say whether it is an 
adenoma or a toxic adenoma or even differentiate it 
from hyperthyroidism? In some of these glands you 
will get myomatous tissue, adenomatous tissue and 
colloid tissue. I think the clinical picture is the only 
one we can go on and it is worth more than the 
pathological picture. I think we should all do our 
best in these adenomas to get them removed early. 
Certainly the scar of an operation is nothing compared 
to the bump on the neck that the adenoma makes, 
looking at it purely from a cosmetic viewpoint. 

DR. F. E. MARSHALL, Muskegon, Mich.: There 
are two points I would like to call attention to. One 
is the fact that after we remove adenomas, these 
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patients do not gain flesh very rapidly. You noticed 
these patients who were here today were not very 
fleshy. I find that it is true of the adenomas that 
are removed. Patients from whom adenomas are 
removed do not take on flesh rapidly as do the 
cases who have exophthalmic goitre. I believe that 
it is the duty of the physician to inform his patients 
in whom he finds adenomas that this is a tumor which 
is most certain to cause them serious trouble and it 
should be removed before any of the symptoms of 
heart trouble develop. I do not think we should wait 
even until it gives high blood pressure. The increased 
metabolic rate often does not develop until after 
the high blood pressure develops. 

As to whether or not the use of iodine is aggra- 
vating to these cases brings to mind this propaganda 
that is going on now to compel every one to use 
some iodine. It seems to me that that is very ill 
advised. Now these simple colloid goitres are the only 
ones that are-benefitted by the use of iodine. They 
never killed any one and they never do any parti- 
cular damage and why should we make so much 
noise about a remedy that will only affect them. 
individually, when it is the adenomas that do the 
most damage. I do not know anything in particular 
about the value of iodine in the hyperthyroidism cases 
and in the exophthalmic variety, as Dr. Boys has 
mentioned in the Mayo Clinic. The metabolic rate 
in adenomas I think is something that is not as safe 
and reliable a guide to the best time for operation, nor 
is it any indication as to the seriousness of the case, 
as it is in the exophthalmic variety of goitre. When 
we find the basal metabolic rate of 70 or 80 per 
cent plus or 100 per cent plus in the exophthalmic 
variety it gives us a definite idea of the condition of 
the patient and as to the best time to operate. When 
we find a case that presents a basal metabolic rate 
of plus 40 in a patient who has had a toxic adenoma 
for a number of years, that patient is not in as good 
a condition for operation as the one who has a basal 
metabolic rate of plus 70 in a case of exophthalmic 
goitre that has only existed for a short time. 

The adenoma is congenital and in treating adenomas 
surgically as Dr. Vanden Berg has mentioned, they 
are usually multiple. Sometimes there are very many 
in one or both lobes. If some of these are allowed 
to remain after the operation they are likely to de- 
velop and cause more trouble and it is my practice, in 
those cases in which I can palpate many of these 
smaller tumors in the lobe, to split the lobe longitud- 
inally and shell out all of the adenomas. I do not 
know of any other way of finding all of the tumors 
except to split the lobe and search for them as you 
would search for calculi in the kidney. When we 
find these adenomas occupying so much of the gland 
tissue that there is very little of healthy gland tissue 
remaining, it is very important that we conserve all 
of the good gland tissue there is. If we take out one 
mass from the gland tissue, removing the good tissue 
with the adenoma, we are doing very great damage. 
I think we should conserve all the good gland tissue 
in these adenoma cases that we possibly can. 

DR. WILLARD BARTLETT, St. Louis, Mo.: 
It is surely a great pleasure to be permitted to take 
part in a discussion of a subject in which I have 
always been very much interested. After reading 
Dr. Vanden Berg’s paper with a great deal of pleas- 
ure I am struck by many points which he has em- 
phasized, and one is about the type of heart damage. 
Now hearts that are damaged by toxic adenomata 
tend really to be seriously and permanently damaged. 
We know perfectly well that the heart in exophthalmic 
goitre tends to come back very nicely to normal even 
though there has been apparently a good deal of both 
functional and anatomical damage. That is not true 
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to the same extent of the heart in the course of the 
growth of a toxic adenoma. There come to my mind 
three instances of this which I believe will clinch the 
thing better than any number of general remarks 
that I might make. One of them was a lady who 
was kept around the hospital a number of weeks 
trying to get her heart in shape. She was seen by 
a number of the most competent medical men. After 
having her for a number of weeks we got her around 
to the point where we got out half of her thyroid. 
She had a very stormy immediate convalescence but 
at the end of a week she had quieted down and her 
heart had steadied to the point where we attempted to 
get out the other half. Now after the removal of 
the other half her systolic blood pressure started 
up, the pulse pressure widened, her heart grew more 
and more rapid and within 24 hours she had died 
a rather typical heart death. It was the second 
traumatic load on top of an already bad heart which 
finished her. We operated on her because we have 
learned that we had better get the second half while 
they are in the hospital because they do not come back. 

Profiting by our experience here we had a similar 
case last spring in a rather elderly lady with a typical 
adenoma heart damage, in whom, after a lengthy 
preparation we barely succeeded in getting one side 
out. She had a stormy convalescence, but went home 
and began to improve. We told her to stay six months. 
She went along nicely until the six months were up 
and then came back in seemingly pretty good shape, 
but for some reason or other, perhaps psychic or 
nervous, that heart began to go to pieces from the 
day she reached the hospital and she is there now 
with every evidence of a very serious decompensa- 
tion. -Of course we immediately put off the operation 
which should have been done a week before she came 
in. That case illustrates that we are between the 
devil and the deep sea, if we take out the second half 
the week following the removal of the first we get 
into trouble, if we do not get it in the period before 
the heart breaks a second time we get into trouble, 
so in these bad toxic adenomas with heart damage 
we really have the most serious problem there is in 
‘goitre pathology. 

I want to briefly mention another patient, an old 
toxic adenoma case which illustrates certain of the 
remote potentialities of this very interesting disease. 
We removed this toxic adenoma last January. Al- 
though she possessed a fairly bad heart we got by 
with the operation all right. She went home. All 
the symptoms improved nicely, the heart along with 
the others, not completely but fairly satisfactorily. 
She came back as instructed in June, five months 
later, for the removal of a very large fibroid of the 
uterus which was causing pressure symptoms. That 
was what she originally came to us for, for although 
she had a goitre it had never been diagnosed. She 
was thought to have a fibroid heart which I do not 
believe exists. When she came back we considered 


her heart in shape for us to go in and get out the | 


fibroid. She was greatly afraid of a general anes- 
thetic so we gave her a spinal anesthetic and got 
out the fibroid. She went along for three days and 
at the end of that time strange symptoms commenced 
in the lower extremities, parasthesia, terrific pain, 
numbness, change in sensation, change in reflexes and 
a number of things that were not clear to us until 
gangrene set in over a portion of both lower ex- 
tremities. Having had a little experience in ex- 
perimental surgery of the aorta we were able to 
diagnose a thrombosis at the bifurcation of the 
aorta. The woman died and the autopsy proved what 
the lesion had been. It was accounted for by the 
fact that in this old, dilated, sclerotic heart mural 
thrombi had formed on the left side, particularly in 
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the left ventricle. Under the influence of the second 
operation a blood clot had been loosened and caught 
at the bifurcation of the aorta, blocked both internal 
iliacs with the classical consequences. 

These cases show some of the dangerous poten- 
tialities of adenomas of the thyroid. 

At the risk of taking a little time I am going to tell 
you how we have tried to avoid that. We put these 
patients to bed. Upon the appearance of ventricular 
extrasystoles we very thoroughly digitalize every 
one before operation. We give them at least three 
doses, administering the digitalis internally if it does 
not nauseate them or hypodermatically if it does, thus 
getting a jump on the post-operative complications 
and giving them the post-operative treatment before 
the operation, before the cardiac complications come. 

DR. M. E. SMITH, Muskegon, Mich.: This is 
a type of surgery that demands, I think, as much 
judgment as any other type of this disease. It is highly 
important, as Dr. Vanden Berg has brought out, to 
operate on these if we can get them before they 
have had degenerative changes, not only of the heart 
but of many other vital organs. It is a matter of 
good deal of judgment to know just how much to 
take out in these cases, for they have to be handled 
carefully and with judgment. If you have gotten 
them before there is a great deal of damage, our 
experience is that 80 to 90 per cent of them get 
perfectly well. I think it is important with these as 
well as with other goitre cases to emphasize to them 
just because you have removed the goitre they are 
not well people. They need a good deal of careful, 
conscientious after-care to bring them back to their 
best possible health. It is so with other goitres and 
also with exophthalmic. I was pleased to hear Dr. 
Boys state yesterday in speaking about the removal 
of exophthalmic goitres in from 75 to 90 per cent 
of the cases. A great many speak of the toxic type 
and the hyperplastic type. In the cases we operated 
on formerly we thought we did not remove enough 
of the gland. Quite a number of those had recur- 
rence. I believe that was because they did not have 
enough removed. If you leave in a part of the gland 
to which there was a good supply, it is important 
to leave it connected with,one of the four main blood 
vessels so you get a good blood supply. If you do 
leave part of the gland connected with the vessels 
it will compensate up to the needs of the body and you 
do not get a hypothyroidism. The type of toxic goitre 
as he said should be operated on early. 

There is one point in operating which we have found 
of help. Some years ago a good many of the patients 
complained of severe pain in the back of the neck 
after the operation, at least for a little while. We 
have overcome that by having two air pillows, one 
under the shoulders and one under the head, blown 
up to two-thirds capacity before operation, then let- 
ting out the air under the head just enought to throw 
back the chin to get the best exposure. Since using 
that we have not been getting the pain in the back. 
of the neck that we used to get when we put in 
something hard. 

I greatly enjoyed the paper and I think we should 
realize that we should not let these toxic goitres yo 
until they have done damage, not only to the heart, but 
to other parts of the body as well. Dr. Marshail 
brought in a timely warning that I think we should 
keep in mind, that is the promiscuous use of iodine. 
We know there are certain places in which they have 
an excess of goitre. If iodine is given to these chil- 
dren they are going to be damaged greatly by it. He 


has brought out that it is only of help in simple 
goitres. 
DR. HENRY J. VANDEN BERG, Grand Rapids, 


Everybody seems 


Mich., (closing the discussion) : 
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to think it wise to operate upon adenomas before they 
become toxic. Now why do we let them go until 
they become toxic as we have been doing? Like other 
things in medicine (foci of infection), we need proa- 
ganda and we need it emphasized. We are now re- 
moving foci of infection before damage occurs. The 
damage from ordinary foci of infection may be great, 
but in toxic adenomas we have something that goes to 
the vital organs, not only to the heart, but to all the 
parenchymatous organs. Dr. Marshall mentioned 
something about the high and low values of the 
metabolic rate as a guide to operation. A _ patient 
can have a low metabolic rate and not be a good 
subject for operation, whereas he may have a high rate 
and be a good risk. It depends upon the condition of 
the vital organs. Now as to the treatment of different 
types of goitre. The exophthalmic type seems to 
yield best to surgery. I do not think we need to fear 
removing too much in the adenomatous type, as the 
adenomas are usually located in the lower pole. There 
is enough in the upper pole to carry on the thyroid 
function. Regarding the medical treatment of ex- 
ophthalmic goitre it may be that this type can be 
treated quite successfully medically as is done in the 
Mayo Clinic, where iodine is administered with good 
results. It is possible that some modification or even 
something else in a medical way may be brought out. 
X-ray treatments are given with some success and 
some men are quite enthusiastic over it. The adenoma- 
tous type does not yield satisfactorily to X-ray. Dr. 
Bartless spoke about digitalizing patients. I think 
it is a very important consideration in preparing pa- 
tients for operation. Dr. Boys said something about 
being governed by the blood pressure as to when to 
operate. If that were a safe index it might be all 
right, but I do not know of any one thing that is 
going to tell us when we should operate. I have 
said that unless contra-indicated, all adenomas in 
patients above 25 or 30 years of age should be oper- 
ated. You might ask when is it contra-indicated? 
A case in point is one who had diabetes, badly infected 
teeth and tonsils a denfiite cholecystitis and a pro- 
lapsed uterus, besides the adenoma. Now how are 
we going to manage such a case? The diabetes had 
to be taken care of first, the mouth had to be cleaned 
up, the gall bladder was removed, the ° prolapsed 
uterus corrected. Since the patient had so many oper- 
ations, and the adenoma was not definitely toxic, it 
would seem well to postpone further operation in a 
case of this kind unless it were absolutely necessary. 





THE PROGNOSIS IN STREPTOCOC- 
CUS VIRIDANS BACTERAEMIA 





F. JANNEY SMITH, M. D. 
DETROIT, MICH. 


Our present conception of subacute bac- 
terial endocarditis is that it is a disease with 
practically a uniformly fatal outcome, there 
being until recently, at least, only one freely 


admitted report of recovery in the litera-. 


ture (1), (2). Although this diagnosis can 
often be conjectured without the supportive 
evidence of a positive blood culture, still 
there is no doubt that the one laboratory 
finding which corroborates the diagnosis in 
the majority of cases is the isolation from 
the circulating blood of the short chain an- 
haemolytic, green producing streptococcus. 
And so it has happened that such a finding 
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has come to be generally regarded by clini- 
cians as one of the utmost gravity. Added 
seriousness of prognosis is due to the fact 
that bacteraemia may be discovered before 
the physical signs of valvular deformity 
manifest themselves, and before systemic 
emboli appear in the disease picture. 


Various observers have reported recover- 
ies, the majority of these not being freely 
admitted as instances of subacute bacterial 
endocarditis owing to the lack of valvular 
lesions and embolic phenomena. Libman (6) 
mentions three patients with subacute bac- 
terial endocarditis that he had observed to 
recover completely from the disease, but he 
has not published the details. Murray (7) 
mentions 1 per cent of recoveries in 200 
cases, but has not reported them in detail. 
Hemsted (1) observed one patient over a 
period of a year and a half, who recovered 
from a clear-cut subacute bacterial endo- 
carditis. In this case there were numerous 
emboli and definite valvular lesions. Joch- 
man (8) claims two recoveries from the dis- 
ease, Lorey (9) one, and Abrahms (10) one. 
Jochman’s patients were lost sight of very 
soon after discharge from the hospital; 
Lorey’s case was observed for only seven 
months, and Abrahm’s for only four months. 
Also in Abrahm’s patient there was neither 
definite evidence of valvular deformity nor 
were any embolic phenomena demonstrated. 
Other authors (11), (12) report cases of 
the disease in whom there was a disappear- 
ance of bacteraemia and of fever, but a fatal 
outcome in a few months from cardiac in- 
sufficiency. 


The forms of treatment used in the pa- 
tients who were said to have recovered from 
these infections or to have made improve- 
ment were extremely varied, the methods 
advocated by the various authors being 
autoserotherapy, streptococcus viridans vac- 
cine, autogenous vaccine, arsphenamine, in- 
travenous injection of various bactericidal 
substances, removal of focal infection, 
while in the majority of cases only palliative 
measures were used. No form of therapy 
that succeeded in one case has seemed to 
be successful in another. 


Joseph Capps (14) of Chicago has recent- 
ly reported four cases, all showing typical 
manifestations of the disease, who are still 
alive after periods varying from two years 
to eleven years and six months. 

He is the only author who appears to 
have had any continued success in the treat- 
ment of bacterial endocarditis. His cases 
were all given Sodium Cacodylate in doses 
of one to four grains over periods from one 
to four months. 

In the group of anhaemolytic streptococ- 
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cus bacteraemias where a definite diagnosis 
of endocarditis cannot be made, the progno- 
sis is better. Warren and Herrick (3) re- 
ported recovery in ten cases; and Owen, 
Graham and Detweiler reported twenty- 
three more rather mild cases that had been 
under observation at that time for no longer 
a period than six months. In Warren and 
Herrick’s cases the growth did not occur in 
solid media, while in Oille, Graham and Det- 
weiler’s (4) series it was in each case ob- 
tained by the supposedly more sensitive 
method of varying oxygen gradients advo- 
cated by Rosenow. (5). In none of the re- 
covered cases cited by either author did any 
emboli occur, or were petechiae found. 

Webster reports three recoveries from 
streptococcus viridans bacteraemia: One 
patient was observed four months; another 
a few weeks; and the third over a period of 
three years. The last mentioned patient 
had neither definite evidence of valvular de- 
formity nor embolic phenomena. One of 
the others did show petechiae. 


CASE REPORTS 


During the period of approximately nine 
years we have collected 20 cases in which 
the anhaemolytic streptococcus was found 
in the blood stream. Eighteen of these 
were typical instances of subacute bacterial 
endocarditis, showing enough of the typical 
clinical features, including systemic emboli 
and valvular lesions to dispel any doubt as 
to the diagnosis; likewise, they have all 
suffered the usual fatal outcome, save four, 


and they have only had the disease a few 
months. 


The remaining two cases aroused a keen 
interest. 


Case No. 1—8513 D. G., boy age 11, admitted to 
the Outpatient Department, January 28, 1921, com- 
plaining of weakness. 

Present Illness—Four years previous to admission 
a peritonsillar abscess was incised. This was followed 
for several months by a low grade arthritis involving 
various joints. Tonsillectomy six months before ad- 
mission. Ever since then languid and tired, with 
daily slight elevations of temperature. 

Examination—Weight 65%4 pounds. Height 4 feet, 
7% inches. Temperature 99.6 degrees; pulse 118: 
respiration 20. Slight pallor. A small amount of 
tonsil tissue remaining on either side. Palpable glands 
beneath the angles of the mandible. Cardiac dullness 
slightly wider than normal but no murmurs heard. 
Spleen not palpable. No petechiae. The urine showed 
three plus albumin but no casts. R. B. C. 4,256,000; 
W. B. C. 9,200; H. B. (Sahli) 82%. Blood culture 
January 22, 1921—streptococcus viridans. 

The patient being considered unsuitable for out 
patient care was returned home and was attended by 
his family physician. Further information for a 
short space of time was obtained from the mother. 
X-ray therapy to the tonsils and Ultra Violet Ray 
exposure to the chest were administered. There was 
gradual improvement during the spring and summer, 
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patient became afebrile and gained weight up to 76 
pounds. The blood culture done at another laboratory 
was reported to the mother as negative. 

The boy has been observed several times since by 
the writer, the last observation on December 13, 1922. 
His weight was then 85 pounds and he seemed well 
in every way. There is no evidence of any valvular 
lesion. In a telephone conversation with the mother 
on December 15, 1923, she reported his continued 
good health. Duration of observation two years and 
10 months. 

Case No. 2.—376 E. L., widow, age 44; occupation, 
domestic. Admitted to the hospital May 22, 1916 
complaining of weakness and fever. 

Personal History—Frequent sore throat and quinsy 
once previous to eight years ago. 

Present Illness—Eight days previous to admission, 
chill, anorexia, fever. Three chills since onset, weak- 
ness. 

Examination—Palpable spleen, soft edge. 
innocent in appearance. 
clear. 
ness. 

Blood culture, June 2, 1916, positive for streptococcus 
viridans. 

Blood culture, June 8, 1916, positive for streptococcus 
viridans. 

White blood cells 8,000. 

The temperature on admission ranged between 98 
degrees and 102.6 degrees; was of remittent type and 
gradually fell to normal in three weeks where it re- 
mained, coincidentally with the patient’s complete 
recovery. 

Subsequent blood .cultures on the following dates 
were all negative: October 12, 1916; September 2, 
1920; December 17, 1921. ; 

Her spleen has continued to be palpable, but she 
has remained well, aside from a few minor ailments. 
In October, 1921, she had a mild arthritis. Tonsils 
were regarded as a source of infection and were re- 
moved, December 15, 1921. 

Again on January 21, 1922 she had the following 
operative procedures and came through very well; 
appendectomy, right femoral herniotomy, uterine 
suspension. During the last few months there has 
been a slight recurrence in her arthritis; this yielded 
for a time to non-specific protein therapy but has 
recently recurred. At no time has any evidence of 
valvular deformity been noted, or any petechiae ob- 
served. 

Duration of observation seven years and four 
months. 


In both of these cases the bacterial 
growth occurred on blood agar plates. 

The interpretation of such cases is indeed 
difficult, in fact, they probably do not admit 
of more than theoretical interpretation. 
Both would possibly be regarded by some 
as instances of a mild form of endocarditis 
with recovery, or a progression to the “bac- 
teria free” stage. Others would likely main- 
tain that they represent overflow bacterae- 
mias from a nidus of infection elsewhere 
than in the blood stream, refusing to class 
them as endocarditis cases because of the 
absence of valvular deformities and of em- 
bolic phenomena. 

Case No. 2 more nearly simulates the pic- 
ture of subacute endocarditis than case No. 
1, the special features suggesting this be- 
ing: the onset with chills and sweats and 


Tonsils 
Teeth all extracted. Sinuses 
Cardiac findings normal throughout entire ill- 
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the splenomegaly—the latter persisting. 

Petechiae or systemic emboli did not oc- 
cur in either case. 

The form of treatment used, other than 
the elimination of potential infective foci 
must be regarded as palliative and in neither 
case as having any definite effect on the 
course of the infection. 

Considering these two patients together 
with a review of the literature bearing on 
the subject, the following conclusions seem 
justified: . 

Extreme caution should be used in 
making the diagnosis of subacute bacterial 
endocarditis on the sole basis of a positive 
blood culture—especially since the diagno- 
sis carries with it the corollary of at most 
no better than a 1 per cent opportunity for 
recovery. 

It is still useful to divide the cases of 
streptococcus viridans bacteraemia into two 
classes: 


First, the class showing all the four car- 
dinal signs of subacute bacterial endocardi- 
tis as mentioned by Horder, namely: 

1. Fever. 

2. Manifest valvular lesions. 

3. Embolic phenomena. 

4. The isolation of the micro-organism. 

Second, the group of cases in which 
neither embolic nor definite valvular lesions 
appear in the disease picture. In this group 
there seems to be a very large opportunity 
for recovery and it would be better that 
such cases not be diagnosed as subacute 
bacterial endocarditis. 

At least three out of the four above men- 
tioned cardinal signs should be present be- 
fore this diagnosis is made. 
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FOUR MONTHS THROUGH EUROPE 
WITH A PHYSIO-THERAPEUTIST 


JOSEPH E. G. WADDINGTON, M. D., C. M. 
DETROIT, MICH. 


At the conclusion of a recent trip to Eu- 
rope, during which we visited a large major- 
ity of the leading clinics and hospitals, there 
is one fact that stands out preeminently 
in our recollections: Europe thoroughly 
recognizes the tremendous value of physio- 
therapy as a specialty and an adjunct to the 
practice of medicine and surgery. Unlike 
America, where physio-therapy, officially 
considered, is all but a minus quantity, every 
important medical center of Europe, and 
they are all of greater or less importance, is 
more or less thoroughly equipped for physio- 
therapy; absence of complete equipment 
being due in each particular case to lack of 
finances, and ‘not to lack of appreciative 
desire. ‘ 

To forestall possible misunderstanding, 
we do not forget that the government hos- 
pitals in America, have been and are, em- 
ploying considerable physio-therapy in the 
reconstruction of disabled soldiers, but with 
that one exception, it is the regrettable ex- 
ception and not the rule, to find our hos- 
pitals even slightly equipped for the ad- 
ministration of physio-therapy. Middle 
Europe is still suffering from the effects of 
the war; to be more accurate, she is progres- 
sively suffering, as conditions, notably in 
Germany, are decidedly worse than they 
were immediately upon the conclusion of the 
Economic distress will obviously im- 
press itself most strongly upon the profes- 
sions, and upon that of medicine not least 
of all. 

One incident will serve to illuminate: In 
Heidelberg we spent a day with Prof. —, 
chief of one of the most important depart- 
ments of the University. Upon first meeting 
the professor, one would easily mistake him 
for the janitor, and not a first class janitor 
at that; his linen was frayed and thread- 
bare; his clothes and shoes patched; and his 
emaciated frame and sallow complexion told 
the story of deprivation so universal all 
over Germany. This thoroughly educated 
and talented physician was thankful to live 
rent free, in three tiny rooms of one of the 
outbuildings of the University, which at 
least provided shelter, if not heat, for his 
wife and three children. For his services, 
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highly scientific and entailing exhausting 
hours daily, he received the equivalent of 
$1.00, paid every two weeks. Naturally, a 
University, only able to pay such starvation 
wages, for it could scarcely be termed a 
salary, would not be expected to be able to keep 
its hospital equipment even half way up to 
standard. Yet even here, we found a work- 
ing battery of quartz mercury and other 
therapeutic lamps being used in one of the 
clinics. 

In Frankfurt a/ Main, the city hospital of 
4,000 beds, has each clinic complete in itself, 
which means each separate clinic, surgical, 
medical, gynecological, skin, nervous 
diseases, etc., has its own treatment and 
operating rooms, with its own X-ray, elec- 
tro-therapy and other departments, entire- 
ly complete and separate from each and 
every other unit. 


In the small town of Nuremberg, the 
Stadt Krankenhaus comprises 32 units, one 
of which ,consists of a most thoroughly 
equipped physio-therapy department: elec- 
tric light, sand, steam and needle baths; 
galvanism, faradism and diathermy; a bat- 
tery of air-cooled and water-cooled quartz 
mercury lamps, heat and solar lamps; and 
a whole floor of apparatus for physical ex- 
ercise of any and every part of the body. 

The University Hospital in Munich was 
suffering severely from lack of finances and 
the day we were there, their last available 
water-oooled quartz mercury lamp lay down 
and expired, owing to carelessness in not 
controlling the water supply, which is an 
argument in favor of lamps not entirely de- 
pendent upon an uninterrupted flow of 
water. 

In Berlin, at the Charite, we met Prof. 
Franz, chief of the women’s clinic. Here we 
saw cases of gonorrhoeal infection being 
treated, though not very successfully, with 
a high powered electric sunlight, and others, 
more successfully, with an air-cooled quartz 
mercury lamp, provided with a focusing 
localizer for vaginal and other orificial treat- 
ment. A dozen cases of adhesions and of 
other pelvic pathology, were undergoing 
treatment with electric light apparatus ap- 
plied directly over the abdomen. These 
heat applications took the place of dia- 
thermy, which latter form of treatment was 
not being used in this particular clinic. 


The electro-therapy department proper, 
presided over by Prof. H. Adam, was thor- 
oughly equipped and up to date, with all 
varieties of electrical and light apparatus, 
and installations for giving electrical, mud, 
and medicated baths. 

At the clinic of Prof. H. Wintz in Erlang- 
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en, we saw the X-ray at its highest develop- 
ment. Here, as elsewhere in Europe, we 
saw machinery complicated enough to re- 
quire an electrical engineer to unravel its 
mysteries intelligently, but out of all the 
almost endless array has been evolved a 
triumph of precision in technique. With an 
absolutely non-fluctuating current, and a 
constant time and distance exposure, pen- 
etration and effect could be mathematically 
computed to a working fraction. We saw 
plates which were marvels of clearness; the 
uterus and adnexa, both physiologic and 
pathologic, were revealed as clearly as con- 
tiguous osseous tissues; pus tubes, cysts of 
the ‘broad ligament, gravid uteri of two 
months, and other soft structures, usually 
considered translucent to X-ray, were re- 
vealed with startling distinctness. 

In Austria and Hungary, poverty abounds, 
but it is not the heartrendingly wholesale, 
obtrusive and hopeless poverty of Germany. 
A fairly stabilized currency is enabling these 
two countries to regain a foothold. The 
University of Vienna has 10,000 students 
enrolled; a larger number even than in pre- 
war times. 

We spent a day with Professors Finger 
and Kyrle, observing the skin and venereal 
department of the Allgemeines Krankenhaus 
and saw cases which could only exist in a 
war-racked land, where food and vital neces- 
sities have been and still are difficult to ob- 
tain in satisfying quantities. For syphilis, 
they have been giving a preliminary number 
of salvarsan injections, followed with a cer- 
tain number of malarial fever inoculations; 
the subsequently developing attacks of 
malaria being treated with intravenous in- 
jections of quinine and finally, a concluding 
series of salvarsan injections are administer- 
ed. In this manner, we were informed, they 
have been able to obtain and retain positive 
Wassermans, in cases which had previously 
been treated by classical methods, for 
months and years to no permanent avail. In 
their venereal clinic they average 3,000 
spinal punctures a year. 


We spent an evening with Prof. Robert 
Otto Stein at his private office, which we 
found thoroughly equipped with X-ray, a 
quartz mercury air-cooled lamp, sunlight 
lamp, diathermy, galvanic and faradic ap- 
paratus. 


For diathermy, one almost invariably 
found metal electrodes used, glass being 
conspicuous by its absence. 

The University hospital in Budapest con- 
tains a good laboratory, a well-stocked li- 
brary, a first-class X-ray and photographic 
department, some electro-therapy, and a de- 
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partment for modeling in wax; the models 
of many rare and interesting pathological 
cases being absolutely true to copy. 


At the Finsen Institute in Copenhagen, 
we found them still preferably employing 
the same type of lamp that Finsen himself 
introduced and which is so_ universally 
known by his name. They treat a tre- 
mendous amount of lupus, for which they 
use compression upon a small area at a 
time, the water-cooled lens being held for 
about two hours in accurate, close contact 
by a nurse, which means much expenditure 
of time, labor and expense. But they claim 
to cure 80 per cent of their cases, which, 
after being discharged as cured, are re- 
quired to report every three months to a 
year for an indefinite period of years, in 
order to keep control of possible recurrence. 


In Copenhagen, we also visited the Bis- 
perjaerg Hospital, which, as its name im- 
plies, is situated upon the summit of a hill 
and found it fully entitled to its reputation 
of being the finest hospital in Europe. The 
hospital, which contains 800 beds, was built 
in 1913 and embodied every scientific, prac- 
tical and luxurious idea known to the hos- 
pital world at that time. Its units are spread 
over a considerable space of grounds, which 
grounds equal in taste, luxuriousness and 
beauty, the surroundings of some regal do- 
main. The wards and corridors, which are 
extremely commodious, are everywhere dec- 
orated with shrubs and flowering plants. 
Everything about the hospital and its sur- 
roundings is contrived to accentuate comfort 
and beauty, combined with the highest type 
of scientific service. 


In addition to all the usual necessities 
considered requisite for a first class hospital, 
it is equipped with solaria; all varieties of 
mud, medicated and other therapeutic baths; 
mechano-therapy apparati; electro-therapy ; 
light therapy. 

We did not visit any clinics in Danzig, 
but we did see something in medical ad- 
vertising that no one will ever see in Amer- 
ica: this was a film reproducion of! Dr. 
Steinach’s operation a la monkey glands, 
given in six acts; each act showing some 
phase or development of plant and animal 
sexual life, continuing on to a full depiction 
of the operation in all its surgical details. 
The first operated case shown was that of 
“Old Methuselah,” a decrepit rat, who is 
later shown rejuvenated and with a harem 
of admiring wives; and in the last scene we 
see an old valetudinarian operated upon, 
who, post operatively and proudly twirls 
his mustache and exhibits his lusty rejuven- 
escence. 


Nothing is left to the imagination but to 
make certainty more certain, the pictures 
are profusely prologued and epilogued with 
literal explanations printed in the German 
language. For the equivalent of 25 cents 
anyone could gain admission to the theatre, 
where both sexes were seated indiscrimin- 
ately together. 


Warsaw has a fine University and com- 
modious hospital buildings but poverty 
reigns supreme. 


In the obstetrical clinic, no cases had been 
received for two days, owing to lack of 
clean linen. 


In London, we visited Prof. Cumberbatch, 
chief of the electro-therapy department, and 
Dr. McGregor, his assistant. Dr. Cumber- 
batch is doing considerable work with dia- 
thermy and has published an authoritatively 
practical manual upon that subject. At this 
clinic they are employing tungsten arc 
lamps in preference to all others, quartz 
mercury included, as they find in their ex- 
perience, that such arc lamps give a fuller 
active ray, the therapeutic results being cor- 
respondingly better. 

This was one of the few clinics where we 
found them employing the sinusoidal cur- 
rent, as Europe, with few exceptions, is not 
using this variety of current, which we in 
America have found so invaluable. For some 
unfathomable reason, the sinusoidal current 
is considered as quite too dangerous for use, 
but just wherein the danger is supposed 
to lie, we were unable to ascertain. We are 
naturally inclined to believe, that untoward 
results could only arise from imperfectly 
constructed apparatus. 

Another thing conspicuous by its absence 
everywhere in Europe, was the familiar, to 
us, high frequency machine combining 
d’Arsonval, Tesla, and Oudin currents with- 
in the one apparatus. We were informed, 
that believing the therapeusis of high- 
frequency currents to be dependent solely 
upon their thermal activity, a diathermy ap- 
paratus should serve every therapeutic pur- 
pose for which high frequency currents could 
be possibly indicated. 

Leysin, Switzerland, we found intensely 
interesting and unique. Here in 1903, at an 
altitude of 5,000 feet up in the Alps, Dr. 
Rollier started his first tubercular clinic, 
which has now grown to 32 extensive es- 
tablishments under his personal control. 
Leysin is so situated that the sun, refracted 
at a certain angle from the Alps, especially 
in the winter, when they are covered with 
snow and ice, creates an atmosphere which 
is intensely warm and also extremely rich in 
chemical rays. With the sun shining, one 
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can easily mistake Leysin for a summer re- 
sort, but when night arives, there is no illu- 
sion as to the necessity for protection against 
the intense cold. Here, from all parts of 
Europe and elsewhere, come cases of tuber- 
culosis, so-called but misnamed surgical 
tuberculosis; however, every known form of 
tubercular pathology is to be seen. Here we 
saw cases of years duration, with bones and 
joints eroded; sinuses, multiple and tort- 
uous; every conceivable deformity of spine 
and limbs; cases that have been operated 
and re-operated upon and now, in addition 
to their original tubercular infection, have 
had superimposed a mixed infection. These 
cases, given up as incurable by the best sur- 
geons of the world, are in time: one year, 
three years, maybe longer, but in time a 
large majority of them are entirely healed 
of their infection; the long discharging 
sinuses dry up and, miraculous to see, but 
here seeing is believing, the limbs are re- 
stored to more or less normal motion and 
crooked limbs and spines regain almost 
natural contours. 


All patients are gradually habituated to 
remain for hours each day with the entire 
body exposed, their cots being wheeled out 
upon open balconies, so situated as to most 
fully obtain the benefits of these refracted 
healing rays. These rays, in conjunction 
with the peculiarly tonic properties of the 
mountain air at this particular elevation 
and situation, also in conjunction with Dr. 
Rollier’s practically scientific but non-surg- 
ical methods, achieve these wondrous re- 
sults. 


In this sketch, it is impossible to give de- 
tails; one simply states these few facts, 
thereby hoping to stimulate possible en- 
thusiasm in others to study his work and 
methods. 


We finished our medical wanderings at 
Paris. Here at the Salpetriere, France’s 
oldest hospital, with 8,000 beds, we found 
everything working in first-class order. We 
visited the famous Charcot clinic for nerv- 


ous diseases, and finally landed in the elec- 


tro-therapy department, presided over by 
Prof. Bourguygnon, conceded to be the most 
distinguished electro-therapeutist in France. 
We found the Professor exceedingly cordial 
and spent a day with him at the clinic and 
his private office. The Doctor has just per- 
fected a rather complicated and extensive 
apparatus, by means of which he is able to 
control the voltage and amperage of the 
direct current to any desired strength and 
combination, and is thereby revising much 
of the heretofor recognized methods of 
diagnosing and treating muscular and nerve 
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affections. He has also accomplished won- 
derful results in some cases of central par- 
alysis and in the removal of extensive scar 
tissue by his own particular technique of 
ionization. 

The physio-therapeutist needs no argu- 
ment as to the incalculable value of his 
specialty as an adjunct to medicine and surg- 
ery, but a visit to the clinics abroad, serves 
to accentuate his beliefs and enthuse him 
the more to preach and spread the gospel 
of his specialty as a bridge whereon to con- 
vey suffering humanity to some measurable 
degree of well being. 





PUBLIC HEALTH* 


EMIL AMBERG, M. D., F. A. C. S. 
DETROIT, MICH. 


It is only about 25 years ago that I became 
somewhat acquainted with some of the work of 
the Michigan Department of Health. It is in- 
teresting to notice some of the progress which 
has been made. The lack of co-operation in 
former years was, in my opinion, not caused by 
lack of interest, but by lack of understanding. It 
is not surprising that a little friction occurred. 
This is frequently the case when something 
new is introduced. The famous saying of 
Boerne, if I am correct, can surely not apply 
to the medical profession. Boerne remarked 
that a famous mathematician, in ancient times, 
after he had discovered a mathematical truth, 
sacrificed 300 oxen to the gods, and, that since 
that time, whenever another truth is discovered, 
all the oxen tremble. 

Some of you may remember the meeting in 
the old Fellowcraft hall, in Detroit, under the 
auspices of the Wayne County Medical Society, 
when the tuberculosis question was still in its 
infancy in Michigan. It was quite significant 
with what timidity Dr. Baker anticipated the 
meeting. Dr. George Kirker, the then president 
of the Wayne County Medical Society told him 
in the presence of a very few of us at the 
preceding dinner, that he, Dr. Baker, could 
feel assured of fair play. I was interested in 
the meeting because it was on my motion that 
the meeting was called and that Dr. Baker of 
the State Health Board and some other speak- 
ers, of whom Dr. Novy was one, were invited 
to participate. Be it said to the credit of all 
concerned that the dissensions have been com- 
paratively easy of adjustment. 

March 4, 1904 I addressed, upon the request 
of Mrs. Gretter, the Detroit Graduate Nurses 
Association (see the National Hospital Record 
April, 1904) in the interest of the State Regis- 
tration of Nurses. It is now a well recognized 
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necessity. It is too early to be in a reminiscent 
mood. Weare to-day still in the early days of 
the activities of the State Board of Health. 


It is a great pleasure to be here today and 
to acknowledge the work which the State Board 
of Health has done and is doing. The medical 
profession and the State Board of Health are 
co-operating, and are in competition only for 
the welfare of the people, respecting the right 
of the citizen and the right of the individual 
physician. Yet, while we bear witness to the 
good work of the State Board we all agree that 
only the foundation has ben laid for more work. 
Let me mention a few things at random. The 
average person understands very well that he 
will die if he takes a given quantity of poison 
at a given time, but he does not always recog- 
nize the poison that does not kill instantaneously 
and spectacularily. It is the duty of the Board 
of Health to point out these poisons, to warn 
people and to protect them. That is what the 
people of the state can demand. The millenium 
has not come yet. We all know what kind of 
air we are obliged to breathe in the cities. It 
is a disgrace. Pure air, pure water and pure 
food are the most primitive demands of civiliza- 
tion. 


It is also within the realm of contemplation 
to consider whether the Board of Health, per- 
haps in co-operation with the State Medical 
Board, has not the duty to protect the people 
in a more strictly professional way. There are 
the many pseudomedical concerns which should 
receive attention, and many pseudo-semipro- 
fessional individuals.. The activities of the 
Board might even go further. Imagine, that 
today anybody can call himself a specialist who 
choses to do so. That is nothing but anarchy 
and a disease dangerous to the public health. 
An inferior professional man is worse than 
smallpox. Against smallpox we are protected, 
against incompetent men we are not. Some 
authority, state or otherwise, should step in. 
It is a glaring shortcoming of the state machin- 
ery. The relations between hospitals and the 
medical profession in general are too loose. 


The hygienic conditions in schools should 
receive much greater attention by hygienists, or, 
by specially qualified physicians. Each school 
should have a physician’s office, not only to 
pick out sick children but to be responsible for 
the whole school from a hygienic standpoint. 
This also includes the curriculum. It is almost 
unbelievable, but it happens that gymnasium 
exercises are done early in the morning before 
the other school work starts. This is only one 
of the many things which should come under 
the direct or indirect supervision and care of a 
responsible State Board of Health. Let us hope 
for progress. The time may come, when, be- 
sides a library and, besides an art institute, 
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every city or every district will have a museum 
of hygiene. After all, good health is one of 
the most important, if not the most important 
factor, which is necessary for good citizenship 
and for the happiness of the individual. The 
family looks for advice and guidance to the 
modern family physician and his consultants. 
The community at large places its trust in the 
Board of Health. All these should co-operate 
for a better future. 





ACUTE INFECTIVE POLYNEURITIS 
IN CHILDREN WITH REPORT 
OF CASES* 





H. B. METTEL, M. D. 
ANN ARBOR, MICH. 


It is my purpose to call attention to a 
group of cases met with in children which 
occasionally offers a very interesting prob- 
lem from the standpoint of differential diag- 
nosis, namely, acute infective polyneuritis. 

Acute infective polyneuritis has been de- 
scribed by Osler (1) and Holmes (2) each 
having recorded the clinical and pathologi- 
cal findings in a number of cases of adults. 
During the late war a number of such cases 
have been reported by Kennedy (3), Brad- 
ford (4), and others. The latter has given 
a very complete clinical picture of the dis- 
ease as well as a complete study of the 
pathology, isolation, and culture of the 
virus of the disease and transmission from 
man to monkey. 

The clinical picture of the malady may 
be briefly summarized as follows: 

Onset—Palsy may be the first complaint, 
but the more usual onset is preceded by an 
initial illness. During the initial stage the 
symptoms may vary from moderate fever, 
headache, pain in back and limbs, in all de- 
grees to a severe picture that may even sim- 
ulate acute meningitis to such a degree 
that lumbar puncture is necessary to rule 
it out. All symptoms usually subside with- 
in a few days so that little attention may 
be paid to the case and patient is discharged 
as apparently well. The patient may con- 
tinue in this period of latency from a few 
days to six weeks. In some cases, however, 
the onset may be so sudden that the first 
manifestation of the disease is the palsy. 

Paralytic Stage—The patient may suddenly 
lose power in the legs, but there is usually not a 
complete paraplegia. This may disappear and 
reutrn within the next 24 hours. Numb- 
*Read before Michigan State Medical Society, Grand 

Rapids, Mich., September 13, 1923. From Department 

of Pediatrics and Infectious Diseases, University 


Hospital, Ann Arbor, Mich., and Washington Uni- 
versity, St. Louis, Mo. . 


or accompany the onset of the palsy. Per- 
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ness and tingling in the toes may precede 
sistent headache with fever of 101 degrees 
to 102 degrees and moderate leucocytosis 
is usually present in an irregular degree. 
The motor weakness is at first limited to 
the legs as a whole, the proximal segments 
being mostly involved. The patient may 
not be able to move the arms or legs, yet he 
can move the fingers and toes in a normal 
manner. 


The flaccid palsy is never limited to any 
one group of muscles, but one group may 
be more severely affected than the other. 
However, it is roughly symmetrical in dis- 
tribution. The muscles of the back, abdo- 
men and trunk may become so involved 
that the patient becomes helpless. The in- 
tercostals and diaphragm may be affected 
so that respiration becomes seriously in- 
volved resulting in complicating pulmonary 
conditions. Facial paralysis, usually bilateral, 
is a common and characteristic finding, but not 
to such marked degree as in Bell’s Palsy or 
hemiplegia. 

Other paralysis as oculomotor, laryngeal, 
tongue and palatal are rare, although dif- 
ficulty in swallowing and nasal voice are 
frequent findings. 

The palsy is practically. always progres- 
sive in character and is usually ascending 
in type. There is no muscular wasting, 
contractures or persistent disability after 
recovery is reached. 


Sensory—In this malady sensory phe- 
nomenon are also in prominence. Besides 
the numbness, tingling and pain as above 
mentioned there may be anesthesia and 
analgesia. This is most often observed in 
the distal portions of the phalanges. The 
sensory loss may be of the stocking or glove 
type or correspond to the distribution of 
any particular nerve. As a rule there are 
no sensory changes on the trunk. Observers 
have not found much change in the temperature 
sense. 


The Reflexes are usually lost at the height 
of the disease, but may be brisk in the ini- 
tial stage. 
on the sole of the foot, but the abdominal 
and cremasteric are usually retained. The 
pupillary and palatal reflexes are normal. 


The Cerebral Functions are not affected as 
the patient is always easily aroused and co-oper- 
ates in a normal manner. Consciousness is 
always maintained, although some patients 
are inclined to be rather drowsy. 


Miscellaneous Features—There may be 
some degree of tachycardia present. Labora- 
tory findings, including cerebro spinal fluid, 
are essentially negative. Cultures of the 


throat have never shown Klebs-Loeffler bacilli. 


The superficial reflexes are lost - 
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CASE REPORTS 


During the past two years I have had the 
opportunity of seeing three cases at the St. 
Louis Children’s Hospital. which fit well 
into the picture of this disease. Through 
the courtesy of Dr. W. McKim Marriott I will 
briefly summarize these cases to illustrate 
the disease. 


E. L., aged five years, entered the hospital with the 
chief complaint of weakness in the legs and infection 
of the scalp. 

Family history and past history was essentially 
negative. Child had no contagious diseases. 


Onset of the present illness was preceded by an 
initial illness of slight fever, and mild sore throat 
cultures of which were said to be negative for Klebs- 
Loeffler bacilli. Child was allowed to play for a few 
days when weakness in both legs was noticed. He was 
put to bed. The mother noticed a progressive weakness 
and loss of use of the legs. A mild furunculosis of 
the scalp developed later. 


On physical examination the child was seen to be 
well nourished and did not look very sick. Skin was 
negative except for the furunculosis of the scalp. 
General physical examination of the heart and lungs 
was negative. Throat was negative except that the 
child had nasal voice. Temperature was 101 degrees. 
Positive Neurological findings were, weakness of both 
lges so that the child was unable to move them; loss 
of knee and achilles jerks, no response to plantar irri- 
tation. The child was able to move his toes but could 
not raise his knees off the bed. There was no atrophy. 


Post diphtheritic paralysis and poliomyelitis was 
tliought of and the usual laboratory procedures were 
done such as lumbar puncture, throat cultures, Shick 
tests, etc., all of which were negative. Blood, both 
chemically and serologically, showed no abnormality. 
Urine was negative and W. B. C. was around 13,000. 


The child continued in this stage for a few days, but 
the paralysis gradually ascended to the abdominal 
muscles and there was questionable involvement of 
diaphragm. The patient co-operated very well except- 
ing that he could not take liquids at all, they were 
regurgitated through the nose. The face became ex- 
pressionless and a slight bilateral facial paralysis was 
observed. 


Respiration began to be markedly impaired. Weak- 
ness of the abdominal muscles was found. An ab- 
dominal binder was applied for support which aided 
the respiration. However, respiration became so diffi- 
cult that the child was put on the artificial respiratory 
apparatus of Erlanger and Gesell for a few hours. 


Paralysis then began to gradually disappear much 
inthe same manner that it developed. It soon cleared 
up until the legs were the only parts of the body 
involved. After a period of four or five weeks this 
disappeared. At time of discharge the normal reflexes 
had returned and no residual symptoms were present. 
When last seen the child was normal in every respect. 

Case No. 2. R. R., aged two years and 10 months, 
inale. 


Chief complaint—weakness. 


Past History—Pneumonia at six months and at 
one year. 


Present Illness—at age of two and one-half had 
two attacks of “grippe’ and sore throat. Following 
this the legs became gradually weak. Began to 
stumble and fall and finally could not stand up. Later 
the arms became weak so he could not push himself 
into a sitting posture. No history of mental change. 
Eneuresis a few days before admission. 
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Physical Examination—Pale, did not look sick. 
98.5, pulse 100. Cannot sit or stand, movement of 
arms ataxic, moves legs very little. General physical 
examination essentially negative aside from a slightly 
enlarged liver. Neurological examination by Dr. S. I. 
Schwab showed loss of voluntary power in all ex- 
tremities, flaccid paresis in legs, lessened power in all 
voluntary movements of arms, loss of all superficial 
reflexes except cremasteric. The symmetry of distri- 
bution was fair. No Klonus, Babinski or Koernig’s. 
Sensory changes showed anesthesia below knees. Eye 
grounds negative. 

Laboratory Findings—urine, trace of albumin. W. 
B. C. 8,500. V. P. negative. Blood and spinal fluid 
Wassermann negative. Spinal fluid sugar .074%. 
Cells 12. Child discharged under protest of, mother 
but was given a favorable prognosis. 

Case No. 3. I. H., aged 11 years, female. 
mitted October 1, 1922. 


Chief : Complaint—Soreness of shoulders, unable 
to walk. , 


Family History—negative. 
Past History—negative. 


Present IllIness—Well until three weeks before ad- 
mission when the parents noted that patient’s appetite 
was poor. She complained of occasional frontal 
headache. One month previous slipped and fell, that 
night marked soreness developed in knees and lower 
legs. Next morning she tried to walk but fell on 
account of knees giving away. She was put to bed. 
Soreness in knees continued. She vomited frequently. 
Weakness in both arms was noted for some time. 
Ten days after admission she showed slight movement 
in left leg and right arm, but practically none in left 
arm and right leg. Can raise'legs by gripping knees 
with hands while arm is straight and patient is strain- 
ing backward. Extension gives considerable pain. 
Sleeps well the first part of the night. Awakens 
about midnight complaining of severe pain in shoul- 
ders and hips. No history of poor vision, no diffi- 
cutly in swallowing or talking. Has not been in 
touch with lead or arsenic. No history of infec- 
tion. General condition appears good with exception 
of muscular weakness. No tremors. Reflexes: knee 
jerks very sluggish, upper tendon reflexes sluggish, 
but presenting no pathological reflexes. Gag reflex is 
active. Eye movements normal. No facial paralysis. 
corneal reflex present. Eye grounds normal. The 
striking feature was a wide-spread muscular weakness, 
not affecting any particuar group but involving all 
leg muscles and arm muscles, especially the proximal 
arm muscles; in spite of this the reflexes are present. 
No abnormal responses were elicited. There is no 
sensory disturbance. 


Examination by Dr. S. I. Schwab showed nasal 
voice slight inequality involution of soft palate. 
Muscular weakness most pronounced in muscles of 
legs and particularly so in distal muscles. Extensors 
of toes and ankles are mostly involved, walking im- 
possible. No sensory findings. Patient is emotional 
and apprehensive, though not more so than might be 
normal with the symptoms that are present. Knee 
jerks are present though much diminished. Achilles 
are both absent. 

Laboratory findings—urine negative. Blood hemo- 
globin 85, R. B. C. 4,000,000, W. B. C. 6,000, Polys. 70, 
lymph. 30. Von Pirquet negative. Wassermann 
blood and spinal fluid negative. Spinal fluid cell 
count 11, no increased pressure, globulin-+-. 


Course of the Disease—As is brought out 
above, the general course of the disease is 
characterized by a danger period from the 
firfist to the eleventh day during which 


Ad- 
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death may occur suddenly depending on the 
degree of respiratory paralysis present. Thus 
the complications are the factors that govern 
the prognosis. Among adults the mortality 
is said to be high, but in children, among 
our limited number of cases, it is found to 
be low. As to the disappearance of the 
paralysis, it disappears in from one to six 
months, and is always complete. Hence, 
once the diagnosis is made and recovery 
has started the pediatrician can give the 
parents a good prognosis. 

Thus from the description above noted 
one can quickly see the close resemblance 
of this disease to such conditions as, all 
forms of neuritis, including diphtheritic 
paralysis; acute poliomyelitis; acute en- 
cephalitis; malingering; Landry’s Paralysis, 
and those cases which show tachycardia and 
paralysis known as Effort Syndrome. How- 
ever, acute infective polyneuritis differs in 
many respects from these when each is care- 
fully considered. The disease is no doubt 
a distinct clinical entity as is proved by 
the painstaking researches on the isolation 
and transmission of the virus by Bashford 
and Wilson, who gave us this clear picture. 

Although this disease is not a common 
one and is of a sporadic rather than epi- 
demic type, it behooves the physician to be 
on his guard and not confuse it with the 
more common neurological conditions met 
with in children. 
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DYSTOCIA DUE TO FETAL CAUSES 


GEORGE KAMPERMAN, M. D. 
DETROIT, MICH. 


This symposium recognizes the fact that 
dystocia may be due to several causes. In di- 
viding these causes into four groups, as is done 
in this symposium, it is not meant to imply that 
any particular case in point should always fall 
definitely in one division. The fact is that in 
any case dystocia may be due to several fac- 
tors. In this discussion we will attempt to 
consider dystocia due to fetal causes only— 
that is, cases in which the difficult labor would 
be due principally to the fetus—its size, shape, 
or position. 

In considering the possible fetal causes, and 
classifying them, one realizes what a broad 
subject has been given us for consideration. 
Any one of the subdivisions would give suffi- 
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cient material for discussion. If one covered 
them all he would only hit the high spots. 
Rather than just barely touch on all causes, 
we will prefer to treat somewhat more fully 
those which are common and therefore im- 
portant, and will give less attention to those 
which are rare and infrequent. 


The following classification of fetal dys- 
tocia is presented for consideration : 


1. Dystocia due to abnormally large fetus. 
2. Dystocia due to fetal malformation. 


3. Dystocia due to difficult positions and 
presentations. 


I. DYSTOCIA DUE TO ABNORMALLY 
LARGE FETUS 


Experience has taught us that excessive size 
of the baby is rather characteristic of some 
mothers. We occasionally see patients who give 
a history of having given birth to very large 
babies—so large that a normal sized pelvis is 
not sufficiently large to allow a normal labor. 
The reason for this excessive growth of the 
fetus is not always evident. The most likely 
conjecture is that this is an intrinsic condition 
of the ovum. This condition is occasionally 
seen when either parent is particularly large. 
The relative size of the father’s head is often 
an index of what the fetal head may be. Large 
babies usually have skulls that are well ossified, 
and do not mold well on pressure. The fact 
remains that for some reason these parents 
usually give birth to babies so large that dys- 
tocia results. 


A great deal has been said of diet in rela- 
tion to size of the baby. In a small way diet 
probably does influence the size of the fetus. 
Williams reported years ago that women of 
the poorer classes, when admitted to the hos- 
pital and given better diet, would invariably 
have somewhat larger babies than women of 
this class who remained at home. Prochow- 
nick has recommended a diet low in carbo- 
hydrates and fluids in order to reduce the size 
of the fetus. While it is true that such diet, 
pushed to extreme limits, may result in a baby 
with very little adipose tissue, and hence of 
lesser weight, the fact remains that the bony 
frame and skull are not altered by such diet. 
Our experience with such attempts at diet 
make us very doubtful as to its value. It would 
seem then that in these patients who habitually 
have these large babies we must find a cause 
and solution other than diet. 


In this connection we must consider the 
question of overtime babies. Does a preg- 
nancy ever go beyond full term and thus cause 
a large fetus? This is a very difficult ques- 
tion to answer, as the duration of pregnancy 
is not always the same. We do not know when 
a pregnancy begins—that is, we never know 
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the date of fertilization of the ovum. For that 
reason we cannot predict exactly when it should 
end. All we can reckon from is the date of 
the last menses and the fertilization of the 
ovum may occur considerable time afterwards. 
The writer has never observed a patient whose 
pregnancy could be definitely stated to have 
lasted for ten months, and we are rather skep- 
tical. However, other men report such cases 
and their observation cannot be disputed. What 
shall be the treatment of such patients, where 
dystocia is caused simply by the oversize of 
the fetus? The usual history is that such pa- 
tients have lost one or more large sized babies 
after difficult labors. Examination shows no 
abnormality in shape or size of the pelvic gir- 
dle. As hinted at previously, we are doubtful 
about reducing the baby’s size by. diet. This 
would leave for consideration the choice of 
two other methods. Labor could be induced 
early, at seven and one-half or eight months, 
or the patient could be delivered at term by 
Caesarean section. Early induction of labor 
was rather popular some years ago. The dis- 
advantage of this procedure was that the exact 
age of the fetus was difficult to determine, 
and one felt chagrined after induction of labor 
to deliver a fetus that was hardly mature 
enough to live. With the development of Cae- 
sarean section premature induction of labor as 
a prophylaxis for dystocia from this cause has 
gradually lost its ground, and now Caesarean 
section is distinctly indicated for patients who 
have previously lost babies because of dystocia 
due to oversize of fetus. With the development 
of the low cervical Caesarean section these pa- 
tients can even be given a chance to deliver the 
next baby normally, and low cervical Caesar- 
ean section can then be performed if a test of 
labor shows vaginal delivery unlikely. 


II. DYSTOCIA DUE TO FETAL MALFORMATION 


As stated in the introduction of this paper, 
it is not our intention to go into detail about 
all the possible malformations of the fetus that 
might interfere with normal labor. Most of 
these are so rare that they might never be 
observed even in a lifelong busy obstetric 
practice. 

The most common fetal deformity in this 
division is hydrocephalus, but even this is quite 
rare. It occurs probably about once in 2,000 
cases. The enlargement of the head varies 
from only a slight degree to a size that may 
be larger than an adult head. The head en- 
larges, or becomes distended, from the accumu- 
lation of fluid in the cerebral ventricles. As 
the ventricles distend the sutures separate 
widely, the fontanelles occupying large areas 
on the head. The degree of dystocia caused 
depends on the size of the distended head. 
Commonly associated with hydrocephalus are 
spina-bifida, club-foot, and hydromnios. Mild 
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degrees of hydrocephalus are rarely diagnosed 
during pregnancy, although the diagnosis may 
be made after the rupture of the membranes. 
The cases of extreme enlargement can often 
be diagnosed in advance. The enormously 
enlarged head can be felt floating above the 
superior strait, or it can be felt in the fundus 
of the uterus. In one case under our observa- 
tion the patient consulted us, asking an ex- 
planation for the huge mass she could feel in 
the upper part of her abdomen. However, 
most cases are first diagnosed during labor. 
The labor has not advanced or has not termi- 
nated spontaneously as was expected. An ex- 
amination then may reveal the wide gaping 
sutures and the enlarged fontanelles. In breech 
presentations the diagnosis often is not made 
until it is found that delivery of the after-com- 
ing head is impossible. 

The writer recalls a case of hydrocephalus 
seen during labor several years ago. The 
physician in attendance had been expecting a 
spontaneous birth as the fetal scalp could be 
seen separating the labia about one and one- 
half centimeters. This part of the scalp had 
been in sight for six hours and no progress 
had been made. The patient had been in la- 
bor 48 hours and was very fatigued. She was 
a Christian Scientist and had insisted that she 
would deliver the baby spontaneously. How- 
ever, the advice to terminate labor was ac- 
cepted. She was anesthetized and a catheter 
was passed to empty what was thought to be 
a very full bladder ; but the catheterization did 
not remove the huge suprapubic swelling. Ex- 
amination then showed that this mass was a 
huge head, presenting at the vulva, and ex- 
tending above the umbilious. The head was 
so flaccid that a prolongation had been forced 
into the pelvis, while the major part was still 
above the superior strait. After being given 
permission by the husband, the head was per- 
forated and the fluid drained off. There was 
then practically nothing left to which obstetric 
forceps could be applied. A couple of hemo- 
stats were clamped on the scalp wound at the 
site of the perforation, and by gentle traction 
on these the fetus was delivered. We were 
amazed to find the fetus still alive. The scalp 
was closed with catgut sutures. The fetus lived 
for 36 hours. 

The treatment of hydrocephalus is perfora- 
tion of the head. Apropos of our experience 
with a living fetus, we would like to quote the 
following from Dr. J. Whitridge Williams: 

“In evacuating the hydrocephalic head, it should be 
borne in mind that, owing to the extreme thinness of 
the brain, mere perforation is not necessarily synony- 
mous with fetal death. For this reason the perfora- 
tion should be caried to the base of the skull and 
vigorously manipulated in order to destroy the medullo, 


as nothing could be more horrible than the extraction 
of a living child after such an operation.” 


Double monsters may be a decided cause of 
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dystocia. But they are extremely rare, and 
in nearly all cases are capable of delivery per 
vaginum, because of the movability of the 
separate parts. It may be necessary in some 
cases to amputate one part before delivery can 
be accomplished. These malformed fetuses 
rarely develop to full term, and this prema- 
turity also is an aid in delivery. Records show 
that most monsters of this type are delivered 
per vaginum, which leads one to think that the 
dystocia caused is not as serious as might ap- 
pear at first thought. 

There are also a few rare conditions in 
which the body of the fetus becomes so much 
enlarged as to make delivery difficult. En- 
largement or distention of almost any abdomi- 
nal organ may be the cause of this. Reported 
cases of this type show that the abdominal en- 
largement may be due to congenital cystic kid- 
neys, distended bladder, ascites with fetal peri- 
tonitis, fetal edema, benign and malignant neo- 
plasma. As in hydrocephalus, perforation is 
usually necessary to accomplish delivery. This 
can be done after the entire hand had been 
introduced into the uterine cavity and the fetus 
carefully palpated. In all these cases with ab- 
normal fetus the diagnosis can only be made 
by thus directly palpating the parts inside the 
uterus. * 


III. DYSTOCIA DUE TO DIFFICULT POSITIONS 
AND PRESENTATIONS 


In writing the heading for this division, 
careful attention was given to its wording. 
These positions are designated as difficult 
rather than abnormal. It is true that some of 
the positions and presentations are difficult, but 
one could hardly call all of them abnormal. 
This is particularly true of posterior positions 
and breech presentations. These should be 
classified as normal, although they may cause 
difficulty. 

Of all fetal causes of dystocia, posterior po- 
sitions are the most common. In fact, this 
statement would be equally true of all cases 
of difficult labor, whether due to fetal or other 
causes. The frequency of posterior position 
varies with the observer. Many cases go with- 
out diagnosis simply because they are eventu- 
ally delivered as anterior positions. All pos- 
terior positions do not cause difficult labor, and 
these are the ones where the diagnosis often is 
not made. But for the frequency with which 
real hard labor is produced nothing is quite 
equal to the posterior position. Posterior po- 
sitions occur in about 20 to 50 per cent of all 
cases. In our experience it has occurred in 
fully 30 per cent of all vertex cases. Every 
case is one of potential trouble. These posi- 
tions may cause difficulty by failing to engage 
in the superior strait, or by failure to rotate 
after reaching the pelvic floor. 

Failure to become engaged is a common oc- 
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currence in these positions. Its cause is read- 
ily understood when one visualizes the shape 
of the pelvic inlet. With an anterior position 
the large bi-parietal diameter of the head read- 
ily enters the long diagonal diameter of the in- 
let. With a posterior position this large bi- 
parietal diameter must enter the pelvis farther 
posteriorly and here the pelvic diameter is 
smaller. Or if the bi-parietal diameter of the 
head enters the largest diagonal diameter of 
the pelvis, then the anterior half of the head 
must over-ride the pelvic bone. With a large 
pelvis engagement may occur readily, but with 
a fetus that fills the pelvis snugly engagement 
becomes very difficult. Proper molding may 
finally allow the head to engage, but molding 
is usually delayed, for after all, molding is due 
to counter pressure from the pelvic walls, and 
as long as the fetus is not engaged conditions 
for molding are not very favorable. Uterine 
forces are exerted at a great disadvantage and 
there is no help from the abdominal muscles. 
By prolonged effort the head is finally engaged 
in the majority of cases. Those that do not 
engage severely tax the judgment of the ob- 
stetrician. 


After the vertex is engaged and reaches the 
pelvic floor, there is still an obstacle to over- 
come. The rotation of 135 degrees is usually 
not accomplished as easily as the shorter rota- 
tion in anterior positions. In cases where en- 
gagement has been delayed there is often uter- 
ine fatigue by the time the pelvic floor is 
reached. However, with descent of the head 
the uterine force is exerted to a better ad- 
vantage, and the abdominal muscle can be used 
with better result. Thus the vertex will finally 
rotate in most cases, and then the remainder 
of the labor is usually easy. 


The picture thus presented is one of a long 
difficult labor, with slow dilation of the cervix, 
slow rotation, association of considerable in- 
ertia and fatigue, but with eventual normal de- 
livery. We still believe that conservative 
treatment is the proper thing for posterior po- 
sitions. If given plenty of time, most of these 
patients will eventually deliver their babies 
spontaneously. This does not mean that there 
has been no dystocia. One must remember 
that the natural forces can overcome a great 
deal of dystocia. 

But there are a certain number of cases 
where conservatism fails, and these patients 
need assistance. These may tax the judgment 
of the best trained and conscientious obstetri- 
cian. Hard and fast rules can not be applied. 
Treatment will depend a great deal on the 
progress of labor. In most cases no obstetric 
treatment is called for as long as the cervix is 
not fully dilated. Occasionally a Voorhees 
bag may be inserted into the cervix to aid dila- 
tation. The use of morphine and sedatives will 
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often help to support the patient until the cer- 
vix is completely dilated. 

But with the cervix completely dilated, with 
no results from a conscientious effort at con- 
servatism, what can be done? Here again 
treatment will depend on conditions. If the 
head is high up and not engaged, the writer 
would recommend version as the best method 
of delivery. We are not recommending whole- 
sale version as performed by Potter. But we 
would recommend version in these cases in 
preference to high forceps delivery, or Caesar- 
ean section. We would be very slow to rec- 
ommend a Caesarean section when there was 
no other cause for the dystocia than the pos- 
terior position. 


If the arrest occurs at the pelvic floor by 
failure of rotation, the treatment of choice 
would be delivery by forcep operation after 
rotation of the head. Emphasis should be made 
of the point that in these cases the head should 
be rotated into an anterior position before de- 
livery is attempted. The difference between 
rotation and lack of rotation may be the differ- 
ence between an easy and a difficult forcep 
extraction. The method of rotation can be 
a choice of the obstetrician. After trying both 
instrumental and manual rotations we now per- 
form the rotation manually in nearly all cases. 


The danger to the fetus in a posterior posi- 
tion is that of cerebral injury or hemorrhage; 
and let us remember that this can occur in a 
baby delivery spontaneously as well as in one 
delivered instrumentally. A great deal has 
been written lately about the condition of the 
fetal heart as an indication for interference. 
We are willing to subscribe to the importance 
of this procedure. But in many cases it leads to 
treatment far too radical. The obstetrician 
listens to the fetal heart and if it is too fast or 
too slow he is worried and to save the baby a 
rapid delivery is performed. If in such a case 
the delivery promised to be easy one might 
endorse such proceedings. But if the delivery 
promised to be difficult it would seem that the 
difficult delivery could be even more disastrous 
to the baby than a prolonged labor. Here is 
where one’s judgment will be taxed. Personal 
ability and confidence and experience will be 
factors in deciding what course to take. 


We can not leave the subject of posterior 
position, considered altogether too hastily, 
without registering a protest against the radi- 
calism that has. crept into the practice of ob- 
stetrics in the treatment of posterior positions. 

Face and brow presentations are usually 
classified together, but are far from similar as 
far as causing dystocia is concerned. It would 
seem as if much more difficulty is ascribed to 
face presentations than is actually the case. We 
wish to emphasize the fact that most face pre- 
sentations are not very serious, and most of 
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them will result in spontaneous birth if left 
alone. This fact should be emphasized more 
strongly in our texts, and the student should 
not be taught that a face presentation is some- 
thing so awful. When one finds a face pre- 
sentation he should not immediately think of 
version, forcep delivery, or Caesarean section. 
He should remember that most face presenta- 
tions are anterior positions, and as such usu- 
ally end in spontaneous birth. It is only the 
posterior face presentations that are severe 
causes of dystocia, and the posterior face pre- 
sentation is very rare indeed. This position 
has been called the “impossible position.” But 
even this is “impossible” only when the chin 
rotates into the hollow of the sacrum. In such 
a case an attempt can be made to flex the head 
and convert it into a vertex presentation or a 
version can be performed. For these procedures 
complete anesthesia is necessary. In cases 
where the fetus cannot be pushed up sufficiently 
to perform either of these maneuvers Caesar- 
ean section should be performed. 


Brow presentation is a very different prob- 
lem. It causes a severe dystocia in nearly all 
cases, and a spontaneous birth with a brow pre- 
sentation is among the rarities, because the 
largest diameter of the head (occipito-mental) 
must engage. Delivery can be accomplished 
in some cases by forceps after flexion of the 
head, or by version, and in some cases by 
Caesarean section. Practically all require 
some form of operative assistance, the nature 
of it depending on the obstetrician’s training. 
A Caesarean section is always the simplest way 
out, but is not always an evidence of high ob- 
stetric training. There are other good obstetric 
procedures besides Caesarean section, but they 
require much more skill in their performance. 


Transverse presentations are a_ definite 
source of dystocia. This occurs rather more 
frequently during premature birth than at full 
term. Spontaneous evolution, by which pro- 
cess a spontaneous birth results can occur with 
a small, pliable, premature fetus, but can hardly 


be expected to occur with a well developed, 


full-term fetus. In most cases version is the 
treatment of choice. If the cervix is not dilated 
completely a Voorhees bag can be used to aid 
dilatation, and then version performed as soon 
as the cervix is dilated. 


A breech presentation is really a normal pre- 
sentation and most breech presentations result 
in normal birth. A difficulty that often arises 
is the early rupture of the amniotic sac. The 
breech is a poor dilator, and thus early rupture 
of the membranes may cause dystocia. When 
this occurs it is best to treat expectantly and 
dilation, though slow, will usually be accom- 
plished. The occasional case which does not 
dilate well can be treated with a Voorhees bag. 


The writer believes that most trouble that 
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occurs during the delivery of a breech presen- 
tation is due to too early attempts at delivery. 
It is nearly always possible to pull a_ breech 
through a partially dilated cervix. But then 
the difficulty comes in delivering the head. This 
difficulty can be prevented in most cases by not 
attempting to actively deliver the breech. Al- 
low labor to continue and allow the breech to 
be expelled spontaneously. After that the de- 
livery of the head will rarely cause trouble. In 
general if assistance be necessary let it be 
pressure from above, rather than traction from 
below. In this way the troublesome extensions 
of the head and arms will be prevented. A high 
after-coming head can be more easily made to 
engage in an oblique diameter than in the ante- 
ro-posterior diameter of the inlet. 

Twins may be a cause of dystocia by the oc- 
currence of collision or locking of the present- 
ing parts. This does not happen often as usu- 
ally each fetus is enveloped by a separate amni- 
otic sac. When collision or locking does occur 
one fetus can often be pushed up to allow de- 
livery of the other. If this is impossible, de- 
capitation of the first child may be necessary. 





NON-SPECIFIC PROTEIN THERAPY 
IN ARTHRITIS* ° 





W. F. PETERSEN, M. D. 
CHICAGO, ILL. 


In the paper by Dr. Warfield the vari- 
ous forms of chronic arthritis have been dis- 
cussed in detail so that in the time available 
I shall limit my discussion to the treatment 
of such cases with non-specific agents, 
without going into the etiology or into the 
clinical forms of the disease. 

During the course of development of med- 
ical science during the past 75 years we can 
recognize distinct periods of therapeutic 
effort. Usually these have been oriented 
by the prevailing pathological interest. 
Thus the work of Virchow was followed 
by the period when our therapeusis was di- 
rected chiefly toward the amelioration of 
organ symptoms: while the time of bac- 
teriological differentiation of disease inau- 
gurated an era of specific serotherapy and 
chemotherapy, the effort being made to di- 
rectly influence the invading organism 
while the host remained passive. These may 
be termed an “etiotropic” agents. We 
studied the parasite and neglected the nor- 
mal resistance of the host. Nevertheless, 
the period was one of brilliant advance in 
medical treatment. 





*From the Department of Pathology, 
Illinois, College of Medicine, Chicago. 
Section on Medicine M. S. M 
September, 1923. 
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Now we seem to be entering a wholly dif- 
- ferent epoch in that greater emphasis is be- 
ing laid on the study of the natural resis- 
tance of the organism to disease, viewing 
the body as a whole, rather than taking up 
partial functions and phenomena. The con- 
stitutional factor in resistance to infection 
and recovery from disease is coming into 
the foreground. Not “etiotropic,” but “ergo- 
tropic” agents are sought that will stimu- 
late the normal methods of defense of which 
the body is possessed and in this way has- 
ten recovery. 


HISTORY 


I shall not at this time enter into the his- 
tory of our recognition of this form of 
therapy except to call attention to the fact 
that non-specific or “Protein Therapy”, in 
some of its forms, represents our oldest bio- 
logical therapeutic measure. The cautery, 
the seton and the fontanelle, the fixation 
abscess, bleeding, counter-irritation in all 
its forms, all belong in this category. The 
effects of heliotherapy, of baths and mas- 
sage and even some of the delayed effects 
of roentgen therapy must be included as 
well. They have all been used empirically, 
with wholly irrevelant theories proposed to 
explain their therapeutic effect. Many of 
them, as you have gathered from Dr. War- 
field’s remarks, are still the most satisfac- 
tory remedial methods that we possess in 
our treatment of arthritis. 

Our modern conception of non-specific 
therapy dates back about 10 years, when 
several clinical observers reported startling 
therapeutic results from the intravenous in- 
jection of typhoid vaccine in typhoid fever. 
(Ishikawa, Penna, Kraus, etc.). In itself 
this seemed an illogical procedure. To add 
more toxic material to an organism already 
suffering from the effects of such poisons 
seems irrational. Nevertheless, the results 
were striking, a certain number of the cases 
terminating by crisis, others by prompt 
lysis, in still others, the clinical symptoms 
were improved although the patient not 
cured. The results were not specific in the 
bacteriologic sense. Paratyphoid fever was 
cured by typhoid vaccine, typhoid fever by 
colon vaccine, and finally it was found that 
typhoid vaccine would influence a number 
of diseases that had no relation whatever to 
typhoid infection. (Heterobacteriotherapy.) 


SUBSTANCES USED 


It was not long before a great number 
of other substances were tried, protein split 
products (proteoses, peptones, etc.), bac- 
terial split products (typhin, bacterial auto- 
lysates) native proteins, milk and milk pro- 
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ducts (casein). Then it was surmised that 
some of the previously used agents might 
be active in the same fashion and nucleins, 
colloidal metals, immune serums, tubercu- 
lin and turpentine were investigated from 
this point of view. And now we add the 
physical agents, heliotherapy, baths, skin 
irritations of various kinds, as well as some 
of the late effects of roentgen irradiation to 
the same group. Finally, some of the thera- 
peutic effects following the use of the so- 
called “endocrine preparations” are merely 
due to the non-specific protein injection. 
This by no means exhausts the agents that 
have been used, most of them quite em- 
pirically or at best with a wholly different 
theoretic basis for their employment. 


COMMONLY EMPLOYED AGENTS 


In general it may be stated that the 
methods commonly employed are the fol- 
lowing: 

A. For intravenous injection: Typhoid 
vaccine, dosage from 10 to 50 million. This 
produces a marked “Protein shock” reac- 
tion, with chill, fever, sweat, etc. It is only 
used at present when a severe general re- 
action is desired. 

Peptone. Used by Auld in’ England as 
well as by French clinicians. Dosage varies 
with preparation. Practically no reaction 
in the normal individual: varying severity 
in different diseases. 

B. For intramuscular use. Milk Injec- 
tions. Boiled market milk, dosage from 5 
to 10 c.c. Moderate local and general re- 
action. 

C. For subcutaneous and intracutaneous 
injection. Case in preparation. Dose varies 
from 1/10,000 c.c. in chronic arthritis to 1 
c.c. Produces little general reaction, but 
may induce a well marked focal reaction. 

D. For continued injections. Intramus- 
cular Injections of Turpentine. Dosage 
about 1 c.c. 1/5 turpentine in olive oil, usu- 
ally some analgesic added. Produces a 
minute intramuscular abscess (sterile) 
from which products of cell disintigration 
are absorbed. Used particularly in certain 
skin diseases and in gynecological practice. 


GENERAL AND FOCAL REACTIONS 


General Reaction: Depending on the agent 
used, the dosage, and the condition of the 
patient, a systematic reaction will take place 
after the injection of the non-specific agent. 
It includes a rise in temperature after a pre- 
liminary chill, a leukocytos after a prelimi- 
nary leukopenia, sweating, and increased 
metabolic rate, alterations in the serum con- 
centration, in antibody and enzyme concen- 
tration, alterations in nervous irritability of 
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the central as well as in the vegatative 
nervous system, a change in blotting time 
and a number of other phenomena. Malaise 
is first intensified, later euphoria becomes 
manifest; occasionally the latter is tran- 
sient, sometimes continued. 


THE FOCAL REACTIONS 


Very early in the study of non-specific 
therapy it was observed that a focal reac- 
tion might take place wherever a patholo- 
gic lesion existed in the body. This is, of 
course, of utmost importance for us in the 
arthritic group of diseases because we can 
directly observe the reaction and need not 
depend on subjective symptoms. 

In chronic arthritis such a focal reaction 
may become manifest as merely a sensation 
of tingling or burning of the joint, increased 
tenderness or pain on motion stiffness or 
spasticity. Objectively the reaction may 
consist merely of slightly increased hyper- 
aemia, or in the more marked cases, marked 
inflammation with swelling and local in- 
crease of temperature. Such reactions may 
set in within a few hours after an injection. 


THE MECHANISM OF THE REACTIONS 
AND THE THERAPEUTIC EFFECT 


Both the general and the local reactions 
depend on a common biological alteration 
produced by the non-specific injection. This 
consists primarily of an increase in the per- 
meability of cell membranes. Increased cell 
permeability is intimately associated with 
cell stimulation and the term “omnicellular 
plasma-activation” although a bit cumber- 
some, has been applied to non-specific 
therapy and probably correctly. 

When we deal with an inflammatory 
focus, such as a chronic joint, we deal with 
cells that are more permeable than normal 
cells. First, because they are young cells 
(prolinferation) and secondly, because they 
are irritated (stimulated) by the etiologic 
agent, whatever it may be. Such cells will 
more readily respond to a circulating pro- 
tein or other non-specific agent than will 
cells which have only a normal permeability. 
Here we have the basis for the focal reac- 
tion in its simplest terms. 

But in order that a chronic focus may 
heal, one of two reactions must take place. 
(1) The inciting factor must be removed 
by bacteriolysis or by digestion. If the 
forces are in equilibrium, as they are in the 
usual chronic infection, this does not take 
place. If we can accentuate the inflamma- 
tory reaction, the defensive and repairative 
forces of the organism may completely over- 
come the injuring agent. (2). On the other 
hand, the area may be completely walled off 
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from normal tissue activity and recovery 
take place by exclusion. This is, of course, 
the normal mechanism in tuberculosis. 

Non-specific agents evidently act through 
the first of these two methods and if we once 
grasp this principle, which is a very old one 
in medicine, the logical employment of non- 
specific agents follows. 


THE TREATMENT OF ARTHRITIS 


The first American clinicians in treating 
arthritis by non-specific injections were 
Miller and Lusk in Chicago: Cowie in this 
state has also treated a large series. They 
worked with typhoid vaccine, using a rela- 
tively large dose and depending on the gen- 
eral reaction of the patient to overcome the 
joint condition. 

In the treatment of acute articular rheu- 
matism and acute gonorrheal arthritis such 
treatment is justified and the results have 
been satisfactory. Some 30 per cent are 
cured after a single injection, another 30 
per cent after the second and third injec- 
tion and the balance of the cases consider- 
ably improved. Many of these are cases 
which are not improved after salicylate 
medication. ‘ 


It must not be supposed that the percent- 
age of recovery is particularly remarkable. 
Under rest and salicylates alone about the 
same number would recover in the course 
of time. It is simply a question whether the 
prompt termination of the disease is of suffi- 
cient value to the patient and society. From 
the economic viewpoint there is much in 
favor of such a method. Then, too, we must 
consider the question whether or not we 
prevent the development of carditis. It is 
my impression that the prompt termination 
of the disease does have this effect, although 
I can present no statistical evidence that 
will prove this contention. 

When now we turn to the chronic arthri- 
tides we occasionally hear the statement 
that “protein therapy” was tried, but with- 
out permanent improvement. By “protein 
therapy” in this case the clinician almost 
invariably implies the intravenous injection 
of typhoid vaccine or some similar drastic 
agent. Yet in chronic arthritis such measures 
have absolutely no justification. It is not only 
useless, it may greatly injure the patient. I 
cannot insist too strongly on the absolute 
fallacy of such treatment. 

The lesion in chronic arthritis is an ex- 
ceedingly sensitive one and responds with a 
focal reaction, as we know from experience, 
to a great variety of seemingly remote 
alterations, the jarring of a train, a dietary 
indiscretion, climatic change, emotional up- 
sets, a remote trauma, to mention but a few. 








56 CHRONIC INTESTINAL INDIGESTION—O’DONNELL 


Similarly the lesion is most sensitive to the 
injection of any of the non-specific agents, 
in some instances a dose of 1/10,000 of a 
c.c. of casein (5 per cent) has been found 
sufficient to elicit a focal reaction. 

As a general rule it may be stated that 
in chronic arthritis an initial dose should be 
found that is below the threshold of the 
focal reaction: that at weekly intervals the 
dose should be increased until the first evi- 
dences of a focal reaction are obtained (ting- 
ling in joint, slight increase in pain or of 
stiffness) : for the following injections this 
dose should either be diminished or slightly 
increased, always using the focal reaction 
as a criterion for further dosage. 

In chronic arthritis the dose must not be 
repeated too often at short intervals. A 
course of weekly injections extending sev- 
eral weeks is best followed by an interval 
of rest. 

The largest series reported treated by 
non-specific means is that of Zimmer (1) 
from Bier’s Clinic at Berlin. Zimmer has 
treated 2,000 chronic arthritides and includ- 
ing practically all forms of the disease. The 
Policlinic material was treated wholly with 
non-specific injections: with his private ma- 
terial Zimmer has made use of our other 
physical methods (massage, irradiation, 
diathermy, etc.) His paper should be stud- 
ied by everyone interested in the treatment 
of chronic arthritis, because the work opens 
the way to a rational treatment of a group 
of disabling diseases with which we have 
heretofore been relatively unsuccessful. 
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CHRONIC INTESTINAL 
INDIGESTION* 





WILLIAM S. O'DONNELL, M. D. 
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Chronic intestinal indigestion is ‘a dis- 
ease of marked interest to the pediatrist. It 
is named by English authors, “celiac dis- 
ease,” and has been described by Herter in 
a monograph as “infantilism.” 

Chronic intestinal indigestion occurs in 
children from one to six years of age. It is 
found most often in bottle fed babies. In 
its typical form the condition is always 
chronic. The children are markedly under- 
sized and underweight. The abdomen is 
large and measures from one to three inches 
more than the chest. Due to the large dis- 
*From the Department of Pediatrics and Infectious 


Diseases, University Hospital, Ann Arbor, Mich. Read 


—~+ ged Michigan State Medical Society, September 13, 
1923. 
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tended abdomen and small extremities the 
“pot belly” of these children is the most no- 
ticeable teature on examination. The chil- 
dren are very irritable and cross. The re- 
flexes are exaggerated. X-ray examination 
shows delayed development of the bones. 
The muscles are small and weak. The bow- 
els are alternately constipated and loose. 
The stools are large, gray or green in color 
and have a foul odor. At periods for a day 
or two diarrhea occurs. There is marked 
variation in weight from day to day. The 
loss of weight ‘usually follows the passage 
of a large, copious stool. The stools contain 
a large amount of mucous. Undigested 
starch and an excessive amount of unab- 
sorbed fat are also present. The cardinal 
symptoms in making a diagnosis of chronic 
intestinal indigestion are, emaciation, great 
fluctuation in weight, protruding abdomen, 
large, foul, soapy stools, and an intolerance 
to fat in the food. 


_ In considering the differential diagnosis, 
tuberculous peritonitis and Hirschsprung’s 
disease are easily excluded. In tuberculous 
peritonitis the positive skin tuberculin re- 
action is usually present. Under anesthesia 
it is also possible to palpate the mesenteric 
glands which are involved by the tubercu- 
lous process. Hirschsprung’s disease is al- 
ways congenital and can largely be ex- 
cluded on the history. Also, in this condi- 
tion the abdomen is considerably larger 
than in intestinal indigestion. 


The etiology of chronic intestinal indi- 
gestion is obscure. Nothing significant can 
be directly attributed as the cause. In 
studying the reports in the literature of this 
disease by various competent authors, one 
is impressed by the fact that no one single 
factor, breast feeding, proper regulation of 
the diet, social status, as the disease occurs 
frequently in well-to-do families, can be 
directly given as the underlying cause. 


The pathology as given by Dr. Wollstein 
is as follows: The stomach is invariably 
normal, as is also the duodenum and the upper 
ileum. In the lower ileum usually, and 
throughout the colon always, the mucous 
membrane is swollen and pale. It is cov- 
ered with a moderately increased amount 
of mucous and the solitary lymph follicles 
are enlarged, pigmented, but never ulcer- 
ated. If the colon is distended with gas the 
walls seem thin because they are stretched. 
When the gut is empty its walls are of nor- 
mal thickness. Microscopically the epi- 
thelium covering the mucosa is often lost 
over smaller or larger areas. The deeper 
part of the mucosa shows a moderate 
amount of cellular infiltration, and the 


lymph follicles are packed with lymphoid 
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cells. The submucosa, muscle coats and 
serosa are not infiltrated, and consequently 
are of normal thickness. 


CASE REPORT 


The following case history of a child, 
studied at the University Hospital during 
the past four months, is presented here. This 
brings out the salient features of the disease 
and demonstrates the results of the treat- 
ment of chronic intestinal indigestion. 


Baby F. was two years old on admission to the 
hospital. She was of Italian parentage. The family 
history is negative. The past history shows that she 
has suffered from upper respiratory infections. The 
nature of these was not determined as she was never 
examined by a physician during any of her illnesses. 
The feeding history states that she was breast fed 
for three months. She was then put on cow’s milk. 
No specific dilution was given. She was allowed to 
take whatever she wished. At the age of six months 
she was receiving whole milk. At this time also she 
was given starchy foods, cereals, potato, rice and 
vegetables of all types. No particular attention was 
paid to the preparation of the food. She has had 
attacks of diarrhea since she was nine months old and 
has failed to gain since this period. She was finally 
seen by a physician on account of the difficulty in 
feeding her. The physician recommended her ad- 
mission to the hospital. 

Physical examination: The child is small, markedly 
under-nourished, weighs 14 pounds at two years. She 
is pale. The muscles are flabby. The most noticeable 
feature on inspection is the protruding abdomen, in 
contrast to the size and development of the extremities. 
The child is unable to walk on account of weakness, 
there being no deformities or loss of function in the 
extremities. The rest of the physical examination is 
essentially negative. The blood shows a secondary 
anemia, R. B. C. 3,500,000; W. B. C. 8,500; Hgb. 
60% (Sahli). The urine is pale, acid. Sp. Gr. 1.016; 
albumin neg.; sugar neg.; Indican positive, four-plus. 
Sediment neg. Stool examination shows a large 
stool, gray in color, greasy, due to the presence of 
large amounts of fats and soaps. The chemical tests 
for fats and soaps in the stool show these substances 
to be present in large amounts. Mucus is present in 
large amounts. There is an absence of HCL on 
examination of the stomach contents. 

The child on admission was given two 150 c.c. 
blood tranfusions on acount of the poor general condi- 
tion. She was put on lactic acid milk with Karo corn 
syrup, eight ounces five times a day, with the casein 
curd of one pint of milk added to increase the pro- 
tein intake. During the first three weeks of treat- 
ment she had alternating attacks of diarrhea and 
constipation. However, she was kept on the same 
formula and by the end of the sixth week she had 
gained two pounds. The child’s appearance at this 
time was considerably improved. Her color was 
better. The irritability present on entrance had gone 
and her sleep was normal. At the end of seven 
weeks well cooked cereals were added. These were 
handled without any increase in symptoms. Scraped 
beef and dried bacon were also added, together with 
two teaspoonfuls of cod liver oil and the juice of 
one orange daily. By the end of the tenth week she 
weighed 16 pounds. The size of the abdomen was 
decreased one inch by measurement, due to the in- 
crease in tone of the abdominal musculature. Cooked 
vegetables, carrots, peas, and spinach were next added 
to the diet. The child was unable to handle these on 
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first administration. The vegetables came through 
wholly undigested in the stool. However, we found 
that by giving small amounts, a teaspoonful of the 
vegetables, that we were gradually able to increase her 
tolerance to this kind of food so that after two 
months of starting the vegetables, she was able to handle 
two tablespoonfuls daily. After four months in the 
hospital she was discharged to a boarding out home. 
At the time of discharge she weighed 20 pounds, an 
increase of six pounds since her admission. She is now 
able to walk and her general appearance has markedly 
improved. Her blood picture is normal. Her reactions 
are those of a normal child. 

Both patience and persistency are neces- 
sary for the treatment of this condition. If 
this child’s feeding is not carefully super- 
vised she will immediately precipitate back 
into her former condition. The length of 
time that careful supervision of the diet is 
necessary cannot be stated for any specific 
case. But previous experience teaches us 
that children who once have had chronic in- 
testinal indigestion must be carefully 
treated for a period of years. 


DISCUSSION 


DR. BRENNEMANN, Chicago: I have been very 
much interested in this subject for a number of years. 
I should say in the first year of my practice, or until 
the last three or four, I was interested chiefly in how 
rottenly these cases did. They led a very. miserable ex- 
istence. Many of them—most of them ultimately 
come to some inherent condition. Personally I rather 
like the term celiac, rather than chronic intestinal 
indigestion, because it is a definite clinical entity 
which I think we ought to emphasize. 

Now about four years ago, John Howland, as 
president of the American Pediatric Society wrote a 
paper on the chronic intolerance to carbo-hydrates. 
Characteristically and modestly the paper was buried 
in the transactions of the American Pediatric Society, 
and I think very few people have read it. To me it 
was the only paper that I ever read—I haven’t read 
this yet; I have only heard it—it was the only paper 
that has given me any light on this subject. Since 
that time I have had two cases. I followed the sug- 
gestions he made at that time, and I have had results 
that to me were simply astounding. This paper that 
Howland wrote had not so much to do with celiac 
disease as with intolerance to carbo-hydrates in chil- 
dren, and only towards the last of the paper—I would 
advise anybody to read it—only towards the last of 
the paper did he speak about celiac disease as a 
manifestation of the same thing. The idea in it was 
that in celiac disease there is not a fat intolerance 
but there is a carbo-hydrate intolerance, and that is 
perfectly plain from the fact you give them ‘any 
amount of albumen milk and they will stand it, and it 
contains practically as much fat as cow’s milk does. 
The trouble with carbo-hydrates is they produce a 
chronic condition as a result of which they cannot 
take the fats, ‘and the fats are the things that of 
course determine the peculiarly fatty, greasy, white, 
objectionable odor of the stools. The point that he 
made especially at that time was that one ought to 
give them a high protein diet. 

I went home after that paper—it sounded awfully 
good to me—but since that time I have only had two 
of those cases. One was a child about six that I 
had had for a year or two that had done well and 
poorly; fair and poorly, like that, and always did. 
I put it on a protein, practically a protein diet. That 
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child within a year doubled it weight. Then we had a 
case at the hospital two years before I went there; that 
child had been in the hospital for two years with 
absolutely stationary weight. It was five years old 
and weighed 13 pounds. I put it on practically a 
protein diet—for a year now it had been stationary 
in weight—and on that diet it has gone from 13 to 48 
pounds. 

By a protein diet I do not mean entirely protein. 
We put the child first on albumen milk, on butter 
milk, cottage cheese, gelatin broth, di-protein biscuits, 
and that is all, except after we had been doing this 
for about three of four months I wondered if she 
might be developing a scurvy, so I went back over 
her diet and found that in the gelatin broth they were 
putting an ounce of orange juice or lemon juice to 
flavor it; so she was getting the anti-scorbutic element 
contained in the butter milk or albumen milk and in 
the orange juice or lemon juice as well. We started 
her off with Farina, at the end of six months, and 
after three of four days with a dish of Farina once 
a day she was not quite so well. At the end of a week 
she had a definite return of her former condition 
including a thing I have never’ seen, hands 
cramped in a peculiar position, worse than I have 
ever seen. As soon as we took her off the Farina 
diet she was all right again. We are now giving 
her a few other things, including three or four bananas 
a day. Dr. Hess suggested that; I don’t know why; 
unless he had some of his children on bananas. That 
child has been for a year on an almost exclusive 
protein diet. 

DR. HESS: I recited my small group of 
cases, and I might add to what I said that I had 
autopsies on two cases which showed they had a 
very marked atrophy of the intestinal glands, both 
throughout the ileum and the colon. These cases 
do not respond to the ordinary treatment. 

We have been following out pretty much as Dr. 
Brennemann suggested, except I haven’t had any ex- 
perience with adding the wealth of cereal that Dr. 
Brennemann speaks of. I have been in habit, about 
the second week of the treatment, of adding either 
Farina, Cream of Wheat, or oat meal. I have found 
some of them do not take the oat meal quite as well 
as they do the other cereals mentioned. 

However, I do not think any one can, as I stated 
this morning, come to any definite conclusions on the 
whole group by such limited experience as we had with 
six cases. There is no question but what a high 
protein diet does cause a change almost immediately 
for the better. We were adding fruit juices, orange 
juice, quite early. 

I stated this morning, Dr. Brenneman, that in my 
entire group all were breast fed for too long a period, 
covering something like—I think the shortest was 
seven months to 15 months of breast feeding, and 
they were all very markedly rachitic. Dr. O’Donnell 
did not say whether his Italian child was rachitic or 
not, but I know that these Italian children raised in 
the slums are very often. 

DR. METTEL: An interesting note in this case, 
I might add to what Dr. O’Donnell said, regarding 
the etiology is the low acidity of the stomach contents 
which has been called to our attention by Taylor and 
others. Many have emphasized the fact that in feeding 
Bulgarian bacilli, and changing the intestinal reaction, 
and so forth improvement is secured. It is interesting 
to note in this child that upon its discharge there was 
some question as to the practicability of preparing 
lactic acid milk at home. Dr. O’Donnell put the child 
on a mixture of whole milk to which he added straight 
lactic acid. 

DR. O'DONNELL: An interesting point brought 
out by Dr. Hess is that of breast feeding over a long 
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period. This child had only had three months of 
breast feeding. In an article by Dr. Taylor on celiac 
disease in one paragraph he makes the flat statement 
that “This disease does not occur in breast fed babies.” 
Since that ‘time I have looked over the literature and 
find that it not infrequently occurs in the breast fed. 

On the question of milk, whole cow’s milk, Dr. Holt 
in his textbook mentions the fact that these children 
do very poorly on whole milk. With the addition 
of lactic acid milk they do a great deal better. During 
the early days of treating this case after we once had 
the child under way, to try it out we sent her 
back into the ward on whole milk; immediately it 
precipitated diarrhea. I believe the lactic acid milk, 
besides doing a great deal for the acidity, may also 
have changed the protein in the milk, but we don’t 
know that; or it may have helped the absorption of 
the protein. 

DR. HESS: When you speak of putting the child 
on milk, was that raw milk? 

DR. O'DONNELL: It was whole boiled milk. 





ANTERIOR POLIOMYELITIS COM- 
PLICATING PREGNANCY, WITH 
REPORT OF TWO CASES* 


NORMAN F. MILLER, M. D. 
ANN ARBOR, MICH. 


The scarcity of any spinal lesion com- 
plicating pregnancy has made the study of 
such conditions rather limited. Few posi- 
tive deductions and naturally few conclu- 
sions are possible. 

The writer was stimulated in his study 
of spinal lesions complicating pregnancy, 
and more especially anterior poliomyelitis, 
by the occurrence of two such cases, one 
under direct observation in the University 
Maternity Clinic, and the other in the prac- 
tice of a very prominent physician of this 


state. ; 
CASE REPORT 


The first case—Mrs. B., age 26, para three, was 
admitted to the University Maternity Clinic on 
October 8, 1921. The patient’s past history was nega- 
tive. During her 10 years of married life she had 
had three full term pregnancies, each terminating in 
a normal delivery. The present illness dated back to 
September 3, 1921, when she first noticed a chill, fol- 
lowed by a sharp pain in the rectum. This pain 
lasted about five minutes. Following this, an ex- 
tremely severe headache with marked leg and back- 
ache, was complained of. Two days later the patient 
noticed, on awakening in the morning, that her legs 
were very weak. This weakness became more marked 
until a complete paralysis of both lower limbs, of 
the abdominal muscles, and bladder sphincter, existed. 
The paralysis of the bladder sphincter, with incon- 
tinence, lasted only 24 hours. Except for a slight 
recovery in the toes of the right foot, the paralysis 
had remained unchanged up to the time of admission. 

Examination on admission one month after the on- 
set of the disease revealed a four months pregnancy. 
The patient’s general health was fair. Pelvimetry 
showed a normal pelvis. Neurological examination 
showed a bilateral foot-drop with a flacid paralysis 
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of both legs, except, as mentioned above, for a slight 
amount of flexion of the toes of the right foot. 
Sensibility to touch and pain were ‘preserved. All 
deep reflexes were absent. The spinal fluid was under 
normal pressure, clear, and showed five cells per 
cubic millimeter. There was no reduction of Fehlings 
solution in 15 minutes. 

Blood examination showed a negative Wassermann. 
The hemoglobin was 80 per cent, the red count 4,360,- 
000, the white count 8,950. The urine was normal. 

The remainder of the patient’s pregnancy was en- 
tirely uncomplicated. Casts were applied to the limbs, 
and daily massage, with intensive and varied exer- 
cises for all muscles inaugurated. 

On March 15, 1922 the patient’s. membranes rup- 
tured. A few contractions followed, but for two days 
the patient had only vague and occasional pains. On 
March 18, definite rhythmis contractions began. Rapid 
progress was made, and at 3:00 p. m. of the 18th 
the patient delivered a six and three-quarter pound 
male child. The third stage was entirely normal. 

Careful examination of the child revealed a slight 
bilateral club foot. In view of the frequency of club 
foot, the responsibility for its occurrence in this case 
can scarcely be credited to the mother’s illness. 

At the time of discharge from the hospital, the 
mother’s general health was good. Her paralysis, 
however, was but slightly improved. In addition to 
the flexion of the toes of the right foot, a slight control 
over the abdominal muscles had been regained. The 
child was in good health and the condition of the 
feet greatly improved. On September 11, 1923, a 
year and a half later, the condition of the mother 
changed but little. The patient was unable to walk, 
even with assistance of crutches. The child was well 
and apparently normal. 


Case No. 2. Through the kindness of Dr. George 
Kamperman of Detroit, I am permitted to report here 
a second case. This patient, a nullipara, had shown, 
immediately following the onset of poliomyelitis, a 
complete paralysis of the left leg with urinary and 
fecal incontinence. The fecal incontinence had clear- 
ed up early. The paralysis of the bladder had remain- 
ed, resulting in an extremely severe cystitis. When 
seen by Dr. Kamperman, the patient was six months 
pregnant. Her condition was extremely poor and 
septic, and the paralysis of the left leg and bladder 
was still complete. The abdomen was distended and 
the temperature considerably elevated. Apparently 
the chief cause of the patient’s poor condition at this 
time was the fulminating cystitis. Hoping to improve 
this condition, a vaginal cesarean was performed. Al- 
most immediate improvement in her general condition 
was noted. Her temperature rapidly returned to 
normal. The bladder paralysis, curiously enough, 
continued for three months longer, normal function 
returning at the end of that period. Improvement 
of the left leg continued, and at the present writing 
the patient is able to be about on crutches. The 
child, though still-born, was in no way deformed. 


At a glance one might expect a study of 
the literature to reveal many cases such as 
those just reported, and although there is 
much literature on anterior poliomyelitis, 
there is an extreme dearth regarding this con- 
dition as a complication of pregnancy. This 
is striking when we consider that there have 
been over two hundred epidemics of this 
dreaded disease since it was first reported 
hy Michael Underwood, in 1784. (6). A 
careful study of both domestic and foreign 
literature has revealed no clear-cut case of 
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this complication. This may be accounted 
for in several ways. Many cases which ap- 
peared to classify under this heading, on 
closer inspection were either not poliomye- 
litis at all, or of such vague and indefinite 
description that they could not be utilized 
as bona fide cases. In all, at least eighteen 
different names have been applied to the 
condition. Other cases, no doubt, have oc- 
curred, but have remained unrecorded, or 
possibly undiagnosed. 

In the study of this condition as a com- 
plication of pregnancy, it is of primary im- 
portance to remember that poliomyelitis is 
an acute infectious disease and its effect 
upon the general health of the fetus as well 
as the mother, must be considered. 


EFFECT OF THE DISEASE UPON PREGNANCY 


In so far as the two cases studied permit 
conclusions, the direct effect upon preg- 
nancy seems slight. With the onset of sec- 
ondary complications such as the cystitis in 
the last case reported, an extremely critical 
situation might arise. While the tempera- 
ture may be sufficiently high to endanger 
pregnancy, it is usually of such short dura- 
tion that any danger from this-source would 
be slight. The extent of the paralysis is 
extremely important. Generally this is not 
sufficient to interfere with the normal func- 
tioning of the vital organs of the body. 
Where, however, the paralysis involves the 
diaphragm or other respiratory muscles, 
considerable danger exists, not only for the 
life of the mother, but the fetus as well. 
Fetal death from such a severe respiratory 
disturbance might well occur. In the first 
case reported, there was a temporary paraly- 
sis of the bladder. This paralysis is not 
usual in the typical cases, and where it does 
occur, is usually of short duration. In the 
second case reported, a marked deviation 
from the rule is to be noted. Should this 
condition continue for any length of time, 
it is reasonable to expect such complications 
as might arise from a severe cystitis. The 
seriousness and degree to which this might 
extend have been well shown in case num- 
ber two. 


EFFECT OF THE DISEASE UPON THE FETUS 


The possible effects upon the fetus are 
manifold. Although the child in the first 
reported case showed a mild bilateral club 
foot, it cannot be concluded that this was 
due to the mother’s illness. Of paramount 
importance here is the question of trans- 
mission of the virus from mother to fetus, 
with the accompanying paralysis. How ex- 
tensive this paralytic involvement might be 
should transmission occur, can, of course, 
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be only surmised. It seems reasonable to 
assume, in view of the numerous available 
facts, that transmission of the disease from 
mother to fetus in utero might easily occur. 
Thus Rosenow (5), in 1918, demonstrated 
selective localization by injecting strepto- 
cocci, isolated from lesions from a certain 
part of the body, into animals, and showing 
similarly localized lesions in a large per- 
centage of cases. The transmission\ of 
measles, scarlet fever, and so forth, has been 
reported. Kramer and Wright (4) reported 
the case of a woman eight months preg- 
nant, who died of cerebro-spinal meningitis 
before delivery. Autopsy revealed extensive 
congestion with pus formation over the 
meninges in both mother and child. Bac- 
teriological tests revealed similar organ- 
isms. With these facts before us, and re- 
calling that anterior polomyelitis is an acute 
infectious disease, the possibility of fetal in- 
volvement becomes very apparent. The fact 
that the disease is primarily one of children 
might have a tendency to favor fetal in- 
volvement. On the other hand, the question 
of a passive immunity must be considered. 
If this exists, the danger of fetal involve- 
ment need not be seriously considered. If 
the immunity is not great, and the trans- 
mission of the virus takes place, the condi- 
tion will probably be manifest in the fetus 
as the socalled abortive, rather than the 
paralytic type. The question of fetal 
asphyxia has already been mentioned. When 
the maternal paralysis involves the dia- 
phragm or other important respiratory 
muscles, the circulatory and oxygenating 
processes may be so deranged as to render 
fetal asphyxia probable. 


EFFECTS OF PREGNANCY UPON THE DISEASE 


In so far as the two cases reported are 
concerned, no definite answer to this ques- 
tion can be made. In the first reported case, 
the pregnancy went to term. In the second 
case, pregnancy was interrupted at the sixth 
month. The latter individual has made con- 
siderable gain and improvement. Whether 
this improvement was the result of an early 
emptying of the uterus and its effect upon 
the primary disease, or simply the diminish- 
ing of the burden in an extremely sick 
. woman, cannot definitely be stated. More 
cases must be available for study and ob- 
servation before this question can be an- 
swered. Indeed, it is quite possible that 
emptying of the uterus at such a crucial 
time might be extremely detrimental rather 
than beneficial. 


EFFECT OF THE DISEASE UPON LABOR 


This is probably the most important 
question of all. The question is frequently 
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raised as to whether normal uterine action 
may be expected or not. The probability 
of a normal delivery necessarily depends on 
several factors: The extent of the paraly- 
sis; the condition of the patient; the size of 
the child, pelvis, etc. I shall not go into 
detail regarding the nerve supply to the 
uterus, because it is still a much debated 
question and apparently of little importance 
so far as delivery is concerned. It has been 
quite conclusively shown that the action 
of the uterus is principally myogenic rather 
than neurogenic. Barber and Copenhaver 
(1) have shown the existence of a definite 
cerebral influence over the volume of the 
uterine cavity, but the importance of this 
during labor is probably not great. Animal 
experiments have conclusively demon- 
strated that all parts of an excised uterus. 
whether pregnant, multiparous or virgin, 
show automatic, rhythmic contractions, and 
further, that normal delivery may take place 
with all nerves to the uterus severed. Cush- 
ny (2) concluded from his observation on 
animals, that the contractions of the uterus 
on mechanical or electrical stimulation were 
purely muscular and not nervous in origin. 
In the human, very similar results have 
been observed. Thus, Jackson (3) reported 
a normal painless delivery in a woman with 
a spinal cord tumor of three years stand- 
ing, with complete paralysis below the 
waist. Reports of somewhat similar oc- 
currences are not uncommon. 


The first stage of labor may be normal, as 
reported in case number one in this article. 


During the second stage of labor, how- 
ever, slow progress is to be looked for, es- 
pecially if the voluntary forces which are 
principally active during the second stage, 
are paralyzed. With this prolonging of the 
second stage, indications for interference 
would necessarily increase. That the entire 
process of labor may be nearly normal, was 
well demonstrated by the case reported from 
the University Clinic. Where prolonged 
bladder paralysis exists, such as noted in 
the second case, the possibility of hemor- 
rhage following delivery must be thought 
of. In this respect a full or distended blad- 
der might interfere with the normal con- 
traction of the uterus during the third 


stage, and increase the tendency to post- 


partum bleeding. 


Since only two cases were available for 
study, no conclusions can be made. A few 
general statements, however, may be per- 
missable. 


1. The effect of pregnancy on anterior 
poliomyelitis remains a debated question. 
Observations on the two cases reported re- 
veal the two extremes. In case number 
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one, the pregnancy did not seem to aggra- 
vate the disease. In case number two an 
extremely serious secondary complication 
arose. 

2. The direct effect of anterior poliomye- 
litis on pregnancy would seem slight. That 
pregnancy may be endangered through con- 
commitant complications is shown in case 
number two. 

3. The advisability of interrupting preg- 
nancy for this condition is yet to be deter- 
mined. 

4. The fetus is not necessarily affected 
by the disease. 

5. Normal delivery in pregnancy, com- 
plicated by anterior poliomyelitis, is pos- 
sible. 
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THE STERILITY PROBLEM* 
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The development of this phase of the study 
of sterility has been very rapid since the ap- 
pearance of Rubin’s first article only three and 
one-half years ago. Previous to this there 
had been several attempts at injecting Collargol 
and X-raying the resulting shadows. The re- 
sults were disappointing to the investigator 
and frequently disastrous to the patient. Then 
came the use of oxygen by the radiographer 
in outlining the abdominal and pelvic viscera. 
At first the transabdominal route was used. 
Then it was suggested that in female patients 
the same result might be accomplished by in- 
jecting the gas through the cervix. The fre- 
quent failure of this method revealed the pos- 
sibility of detecting the permeability of the 
tubes and led to the development of Rubin’s 
method. Originally oxygen was used, although 
previous experiments had shown that it is 24 
to 36 hours before it is completely absorbed, 
while CO? is absorbed in about 30 minutes. 
Since the appearance of Rubin’s work it has 
been taken up by many men all over the coun- 
try and further simplified so that now it is an 
office routine in the handling of sterility cases. 

The value of pneumoperitoneum in radio- 
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graphing the pelvic viscera is not for this paper 
to discuss. A careful history and a thorough 
bimanual examination will reveal practically 
any gross pelvic lesion, but tells us nothing 
about the condition of the lumen of the tubes. 
Consequently the insufflation of gas fills a gap 
in the knowledge of our cases which can be 
filled in no other way. Uteri, which were for- 
merely dilated and curetted, and insulted with 
stem pessaries, are now investigated to deter- 
mine the permeability of the tubes before they 
are subjected to operative procedures. If we 
can claim no other accomplishment for our 
method, we can at least save many women from 
gynecological tinkering. 


It has been quite definitely shown that in- 
sufflation is contra-indicated during menstrua- 
tion, pregnancy, acute pelvic infection and en- 
docervicitis. While this general statement ap- 
pears in nearly all the articles on the subject, 
definite case reports are rare where disaster 
was encountered as a result of faulty selection 
of cases. Consequently one of our early cases 
is of interest in pointing out the danger of tam- 
pering with cases of definite pelvic inflamma- 
tion. 

The patient had a history of pelvic inflam- 
matory disease and suffered with severe dys- 
menorrhea. Examination revealed thickening 
and tenderness in the region of the appendages. 
Because she was so desirous of having children 
the Rubin test was used. Gas passed into the 
abdomen, but the pressure used indicated a 
stenosis of the tubes. Within the next 48 hours 
she developed all the signs of acute pelvic in- 
flammation. She was subsequently operated 
upon and the pelvic organs removed. 


Insulation is indicated then in all cases of 
sterility not subject to the foregoing objec- 
tions, as a means of following up cases in 
which salpingostomy has been done and as a 
test to prove the efficiency of operations to 
produce artificial sterility. The technique which 
we have developed in our work is a modifica- 
tion of the methods reported by Rubin, Fur- 
niss and Peterson. A careful history is first 
taken and a complete physical examination 
made to rule out the various contraindications 
to the procedure and to give us a mental pic- 
ture of the pelvic structures. For the insuf- 
flation we put our patient in the lithotomy po- 
sition with the hips elevated, exposing the cer- 
vix with a bivalve speculum. It is then swabbed 
clean and painted with iodine. A sterile Keyes 
Ultzman canula is attached to a three-way 
metal tube connected to an ordinary sphyg- . 
momanometer and an airtight syringe of 75-150 
cc. capacity filled with CO-2. The canula is 
carefully introduced into the cervix until the 
rubber tip fits snugly. Rarely do we use a 
tenaculum, thus saving the patient additional 
pain. Then the vagina is flooded with boric 
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acid solution. This acts as a detector of gas 
bubbling through the cervix past the canula, 
and is added after the insertion of the canula 
because otherwise we may carry some of the 
solution into the uterus. We know that the ex- 
pired air is sterile unless it is contaminated by 
droplets from the respiratory tract. Likewise, 
the CO-2 is sterile unless it is contaminated 
by droplets of fluid. Consequently we use all 
precaution to inject dry CO-2 into the uterus. 


The pressure is raised in the syringe slowly, 
from 30 to 60 seconds being required to raise it 
to 200. Have you ever blown into a rubber 
glove which has been allowed to dry unpowd- 
ered? The opposing surface becomes agglu- 
tinated and if one blows into such a glove it 
requires an appreciable pressure of air and a 
number of seconds while the agglutinated sur- 
faces slowly unfold themselves. The anterior 
and posterior walls of the uterus and the folds 
of the tubes and the fibria are approximated 
and are apparently often agglutinated. Con- 
sequently slow, steady pressure is necessary to 
force the gas through. We have records of 
cases requiring 6 to 8 minutes of steady pres- 
sure before the gas penetrated into the ab- 
dominal cavity. 

If the tubes are permeable the pressure, after 
rising to a point usually above 100 and occa- 
sionally 200—falls rapidly to about half of its 
highest level, where it remains stationary. 


Over a year ago the authors called attention 
to the value of the stethoscope as an aid in de- 
termining the condition of the tubes and our 
subsequent experience has confirmed our 
original contentions. Consequently as soon as 
we are sure that the gas is entering the tubes, 
the operator listens by using a_ stethescope 
with extra long tubes which permits him to 
maintain the gas pressure and listen at the 
same time. The position of the bell of the 
stethescope is changed by an assistant at the 
direction of the operator. One listens first in 
the midline. If the gas bubbles back past the 
rubber tip of the canula it makes a shrill hiss- 
ing sound audible through the stethescope, but 
easily ruled out by noting that bubbles are es- 
caping through the boric acid solution. The 
.sounds indicative of gas passing through the 
tubes vary from a low pitched, coarse bubbling 
sound to a shrill, high pitched whistle. The 
variation of sound depends on the caliber of 
the tube. In some cases the sound is quite low 
pitched and in these one finds that the point 
of minimum pressure, that is, the point to which 
the pressure falls after the gas begins to flow 
through, is low. In stenosis or partial occlu- 
sion of the tubes the point of minimum pres- 
sure is higher, varying from 100 to 150, and 
the sound produced by the passage of gas is 
higher. In other words, the tubes act as organ 
pipes and by the character of the sound one 
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can determine fairly accurately whether they 
are stenosed or wide open. 

Another point which we have demonstrated 
is that the point of maximum intensity of the 
sound is the point in the abdomen nearest the 
ostium of the tube. Consequently, if one tube 
has been removed and the other is permeable, 
the sound will be heard quite distinctly in the 
quadrant over the remaining tube and faintly 
or not at all in the opposite quadrant. Just as 
one can tell with a little experience which lung 
is affected with pneumonia, so one can tell 
whether one or both tubes are open and 
whether they are unobstructed or stenosed. 


In nearly all of our cases where both tubes 
were patent we found a difference in pitch be- 
tween the tubes. So we have an additional 
point to help in determining whether both 
tubes are open. This depends on the physio- 
logical fact that all of our paired organs vary 
in size. The kidneys, the ovaries, the limbs 
are all a little different in size and likewise the 
tubes. 


As we know from the’study of organ pipes, 
a small difference in size makes a difference in 
tone. Consequently we usually find a varia- 
tion in the tone given off by the tubes. In most 
of our cases where both tubes are permeable, 
by listening in the midline we hear two sounds 
of different pitch. This observation is an aid 
in determining the patency of both tubes and 
tells us which tube is the most permeable. Of 
course, there are cases in which we are in 
doubt as to the interpretation of our stetho- 
scopic findings. In retroversion with prolapse 
of the appendages the openings of both tubes 
may be close together, in which case there is 
difficulty unless there is a distinct difference 
in pitch. But that should not deter us from 
making use of this additional aid in diagnosis. 
The stethoscope fails the most skillful internist 
occasionally, but for all that he uses it con- 
stantly. We find that with practice we can be- 
come more certain of our stethoscopic results. 

Further experience in this method has shown 
us that the subjective sensations of the patient 
are of value in determining the question of 
whether or not the tubes are patent. While 
the pressure is being raised the pain is just 
above the symphysis or sometimes as high as 
the navel in the midline. In obstruction there 
is distension pain on the obstructed side. This 
pain is present in both sides in case the tubes 
are agglutinated and open slowly under pres- 
sure. 

Then we have four criteria of patency. (1) 
the passage of gas through the tubes; (2) the 
stethescopic findings; (3) the character of the 
pain during the insufflation; (4) the shoulder 
pain, which is practically always present when 
the patient sits up and is due to the collection 
of gas under the diaphram. To this may be 
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added a fifth, namely, fluroscopy, but since 
our method aims for simplicity we have pur- 
posely omitted it as superfluous in routine prac- 
tice. 

Let us sound a warning at this point against 
the indiscriminate use of high gas pressures. 
We know that a level of 200 mm. of mercury 
will open a tube if it is nearly agglutinated, 
consequently higher pressure is unnecessary. 
Pressure over 200 mm. of mercury may cause 
rupture of the vessels with small hemorrhage 
which will result in scars and adhesions. Thus 
we may change a case of relative to absolute 
sterility by careless use of this valuable method. 

In a recent article by Kennedy he describes 
the use of Sodium Bromide injection, followed 
by radiography. His pictures are excellent and 
the additional information is valuable, particu- 
larly in relation to the location of the obstruc- 
tion, but the keynote of this paper is sim- 
plicity of operation and the needed informa- 
tion can be determined without use of the radio- 
graph. 

Nearly all of us are agreed about the diag- 
nostic value of pneumoperitoneum, but there is 
still doubt in regards to the value from the 
therapeutic standpoint. In that class of cases 
where some low grade infection has agglu- 
tinated the tubes we are able to blow them out 
and establish their patency. Then, provided 
there is no other cause of sterility, we may get 
pregnancy. How often this occurs it is im- 
possible to tell. We have the records of four 
of our own patients who became pregnant after 
insufflation and in discussing the matter with 
my colleagues, I am able to collect almost a 
dozen cases in all. When one considers that, 
especially in clinic practice, many of our pa- 
tients disappear after one or two visits, it is 
impossible to determine the frequency of preg- 
nancy following this method. However, the 
impression prevails among those of us who are 
using insufflation that we have a_ valuable 
therapeutic agent. 


DISCUSSION 


DR. R. CRON, Ann Arbor: At Ann Arbor we 
have had considerable experience with the trans- 
uterine inflation, as we call it rather than insufflation. 
In looking over some 600 women that have been 
treated in this way we have found some fifty-odd who 
came to the clinic complaining of sterility. Those 
women were inflated by the transabdominal or trans- 
uterine method. Briefly, our experience has amounted 
to this: Out of fifty-eight-odd cases we wrote to 14 
women have become pregnant. The majority became 
pregnant after one or two months. Some did not 
become pregnant after the first but after the second 
inflation. In those it was our feeling that the gas 
did not pass through the tubes the first time, since 
we were not able to introduce it at 200 pounds pressure 
nor could we hear it. The next time the gas rose to 
about 220 pounds pressure and, further, the patient 
had shoulder pain. Further, we have found that in 
about half of the women complaining of dysmenorrhea 
the dysmenorrhea has been relieved by this treatment 
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and the relief has been more permanent than any- 
thing else we have used. In two of the women com- 
plaining of dysmenorrhea the pain was worse during 
the first two periods but since then they have become 
pregnant. 

One word about the type of apparatus. It is our 
belief, after some experience with the syringe method, 
that the type of apparatus devised by Rubin is the 
best. A uniform, constant pressure can be maintained 
which is not true of the syringes and we feel that we 
can more accurately measure the amount of gas going 
in by this apparatus. Many cases have been observed 
when laparotomy was done and preceding this the 
canula was placed inside the cervix. We have 
found that before this there would be bleeding through 
the tube pushed up into the abdominal cavity. In 
that way we can further add a word of warning. We 
have never to our knowledge had any case of pelvic 
peritonitis result from the transuterine method. Prac- 
tically all of the women have been clinical cases and 
we have observed the same precautions. We have 
had one woman with a large abdominal tumor who had 
some difficulty after a large inflation with gas to 
take a picture of the pelvic organs. Early in the 
work one woman complained of some difficulty, con- 
siderable shock was associated with the inflation, but 
the patient recovered without any serious consequences. 
She complained of some portal obstruction and should 
never have been inflated. There have been no casual- 
ties in our work. 

DR. E. B. ANDERSON, Grand Rapids: I would 
like to ask Dr. Henderson a question about the three- 
way valve. The simplicity of the method appeals to 
me because we need something we can use in the 
office. If we can establish the patency of the tubes 
we do not need to follow up with the X-ray. I would 
like to have Dr. Henderson explain about the three- 
way valve. 

DR. WARD F. SEELEY, Detroit: I have used 


‘practically the same method Dr. Henderson has out- 


lined in the office for something over a year. We 
have four patients that we know definitely became 
pregnant after inflation who had never before been 
pregnant, which seems to offer some assurance of 
actual opening of the tubes by this method of infla- 
tion. The women who come to us for sterility as a 
rule are those who have tried every other possible 
method of becoming pregnant. They have “shopped 
around” everywhere. The first thing we do is to 
test the vaginal and cervical secretion after getting 
a careful history of the marital relation and so on, and 
then inflate the tubes if possible. 

I cannot quite agree that it is always possible 
to hear the air pass through the tubes. We have 
several cases in which we have had an assistant listen, 
so as not to be disturbed while attempting to pass the 
gas at the same time, and we have been unable to hear 
the air pass through the tube but yet the patient has 
complained of the shoulder pain. I think we cannot 
call hearing the gas pass a definite sign. We have 
other methods—the shoulder pain and the pressure 
on the manometer, which drops back as soon as the 
gas goes through. I think if this method could be 
combined with the method outlined by Kennedy of 
injecting the tubes with sodium bromid and raying 
them it should give us an idea of what to do for 
patients whose tubes are closed. If the -gas does 
not pass through to the abdominal cavity we know 
we have an obstruction. 

The interesting point as to whether these patients 
can or cannot bear children depends largely upon 
whether the tube is closed. If we can demonstrate 
that the tube is closed at the proximal end, at the 
cornu or near it, our chances for relieving this by 
any operative procedures we have are not good. If 
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we can demonstrate by means of the sodium bromid 
that the obstruction is at the distal end, we have 
reasonable assurance that we can open the tube by 
salpingostomy. Until the sodium bromid is used we 
cannot tell where the obstruction is. 


DR. GEORGE M. BROWN, Bay City: I would 
like to know what percentage of cases with obstruc- 
tion of the tubes were relieved. 


DR. HAROLD HENDERSON, Detroit, (closing) : 
I was gratified to hear Dr. Cron report such good 
results’ with pregnancy following inflation. There 
is a recent article by Rongy which states that the 
only value of the method is that it provides a lot of 
gynecological apparatus. But if we are going to 
throw away all the things we have discovered in the 
last few years in regard to the treatment of sterility 
the problem is not worth following. We have all 
seen pregnancy follow the use of dilatation the curing 
of an endocervicitis and so on, and it would be foolish 
to throw away our other experiences. - I think Rongy 
is wrong and we know that we do get pregnancies 
following inflation. 


I was interested. in the report of the relief of 
dysmenorrhea following this treatment, but am unable 
to confirm it from personal experience. 


I think nobody will dispute the statement that the 
Rubin apparatus is the best, but it is cumbersome 
and likely to break so we have devised this appar- 
atus, which is much more simple. Nothing will meas- 
ure the gas any better than the simple calibrated 
syringe. The apparatus we use consists of the syringe 
measuring 75 to 150 c. c., depending upon how much 
gas we wish to use with the three-way outlet. 
whole outfit is flexible. As you raise the pressure 
in the syringe you can read it in the manometer very 
readily. This is an apparatus which you can put in 
your pocket and carry around and for that reason 
it has an advantage over the Rubin apparatus, but 
again I wish to admit that the Rubin apparatus is 
probably the best for the routine study of these 
cases. 


Dr. Seeley brought up the point that in some cases 
you do not hear any sounds with the stethoscope. I 
do not know whether the sound is so low that you 
cannot hear it but in the cases that are so open 
that the gas goes through without any bubbling there 
is practically no sound. The cases in which there is 
the most sound are the ones where there is the most 
difficulty in the gas getting through. 


The sodium bromid method is one of the greatest 
advances in roentgenology as applied to gynecology, 
for by that means we can tell exactly where the 
obstruction lies, but we can make a good estimate 
of where it lies by the rather characteristic pains 
that the patient complains of. If the obstruction is 
in one tube you get a pain in the side just like an 
ectopic pain. If the other tube is open you get no 
pain. If both tubes are open there is no pain at all. 
I think we can estimate quite clearly where the ob- 
struction is. In all cases that are treated for sterility 
we should use the sodium bromid method if it is 
proven that it is harmless. Kennedy reports only 20 
cases and that is not enough to prove that it may not 
be followed by bad results. 


The question was asked as to what percentage of 
sterility cases with obstructed tubes were relieved. 
We have almost 50 per cent, but it is a little bit 
difficult to tell about these cases. In the cases where 
we cannot get results the husband must be examined. 
In one of our cases a woman had been operated upon 
for sterility and when the husband was later examined 
not even a dead spermatozoon could be found in the 
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semen, let alone a live one, so all angles of the sterility 
problem must be investigated in every case. 
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A METHOD OF HOLDING THE SEP- 
TAL MEMBRANES IN APPOSITION 
AFTER A SUBMUCOUS RESEC- 
TION WITHOUT THE USE OF 
PACKING. DESCRIPTION AND 
DEMONSTRATION OF THE 
INSTRUMENTS AND 
THE METHOD OF 
USE 


H. LEE SIMPSON, M. D. 
DETROIT, MICH. 


Almost every one doing rhinological surgery 
today, recognizes the importance of the plastic 
operation which has so appropriately been 
termed the submucous resection. For a time 
it was done, with slight modifications due to 
individual conceptions relative to its object and 
efficiency, very much according to the riles 
laid down by Killian and other early workers 
in this field. 

The development of this work, just as is true 
of all intranasal surgery, was rapid after the 
discovery of cocaine as a local anesthetic and 
adrenalin as a hemostatic. With the develop- 
ment of methods and application it soon be- 
came evident to all that even the most radical 
work on the middle partition of the nose could 
be done without pain; but even up to the 
present time, packing—by various means and 


in various degrees of tightness—has been al- 


most the universal method adopted to maintain 
the flaps firmly back to back, immediately fol- 
lowing the operation. This, all who have had 
the experience will affirm, is usually an ex- 
tremely disagreeable and painful experience 
and the great bug-bear of the operation. 

Many types of packing have been employed 
in addition to gauze—plain and impregnated 
with some heavy lubricant—and many attempts 
have been made to utilize splints or clamps 
made of various materials, more often of metal, 
to hold the flaps in apposition and insure heal- 


*Read before Section on Ophthalmology and Oto-Laryng- 
ology, Grand Rapids, September, 1923. 
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ing by first intention and to prevent hemato- 
mata developing between them. 

The writer, himself, has made no less than 
six different clamps and splints designed to 
exert gentle pressure by setscrews and springs 
of one type or another. .They have all been 
found to be cumbersome, more or less injuri- 
ous to the superficial layers of the mucosa; 
and make an uncomfortable foreign body over 
the columella which accumulates blood and 
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PLATE I. 


A—Shows grooved and forked director which guides 
the needle and turns the mucous membranes at it’s end 
to an obtuse angle with the longitudinal diameter of 
the needle. 


B—Shows No. 9 straight needle. It is oval on cross 
section and sharp only at the point. The needle is 
shown disengaged from the end of it’s introducer. 


clot. It makes wiping of the nose awkward and 
painful to the patient and is difficult and painful 
to remove, with results not as good and dis- 
comfort no less—and often more—than fol- 
lows the use of gauze and other means of 
packing. It was so universally agreed that all 
methods so far reported in the literature 
caused the patient a very unpleasant experi- 
ence after the operation, that it seemed a laud- 
able ambition to seek some method which 
would at least mitigate and possibly entirely 
do away with this much dreaded post-operative 
experience. 

About four years ago the writer one day, 
in a spirit of adventure, transfixed the septal 
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mucosae with a straight surgical needle, about 
134 inches long, oval in cross section, and 
sharpened on the point only. He had no in- 
tsrument designed at this time for the inser- 
tion of it so that the posterior or return trans- 
fixation was accomplished with a great deal of 
difficulty. He was surprised, however, that 
there was positively no post-operative bleed- 
ing in this case, the patient was able to breathe 
through his nose comfortably from the mo- 
ment he left the operating chair and through- 
out the period of healing. He likewise suf- 
fered no post-operative discomfort, no head 
pains, no ear snapping and no hematoma de- 
velopment. He left this needle in place for 


four days and then removed it, also without 
It required 


pain or discomfort to the patient. 











PLATE II. 
Shows method of fingering the guide and the needle 


introducer in transfixing the membranes at the pos- 
terior passage of the needle. 

the succeeding six or eight months before the 
instruments for placing the _ transfixation 
needle, which he proposes to demonstrate, were 
fully developed and since that time he has used 
it in practically 95 per cent of all submucous 
operations which he has done. He has, on two 
occasions, left the needle in position for 10 
days following the operation, and in no in- 
stance has it caused perforation of the septum. 
The contrast between the experience of pa- 
tients in whom he had used packing: in any 
form or amount, and in whom he has used the 
transfixation method with straight needle, has 
been striking. The post-operative bleeding has 
been reduced to a conservative estimate of 10 
per cent of that with packing, and to him the 
reason is quite clear. The reason for the ab- 
sence of local facial pain and headache is, of 
course, easily accounted for by the fact that 
there is no medium causing pressure against 
the highly sensitive lateral nasal wall structures. 
He accounts for the lessened oozing by calling 
attention to the illustrations which have been 
prepared, which show that in no portion of 
the septum is the exchange circulation between 
the arterial and venous side interfered with 
and mechanically pressed upon. This contrasts 
strikingly with what prevails when the nose is 
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packed in any degree, but particularly if at all 
firmly. In this case we might liken the local 
situation to what happens when we open the 
median basilic vein at the bend of the elbow, 
after placing a tourniquet around the arm. In 
neither case do we stop the arterial inlet, but 
we do interfere, in varying degrees, with the 
venous return. Therefore in both cases there 
will be bleeding from any vein which has been 


i. 
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PLATH-AI1f. ‘ 

Shows steps of operation of transfixing septal mem- 
branes. 

No. 1 and No. 2 show part done with thumb and 
finger and nasal speculum. When point is slightly 
engaged in opposite membrane (Fig. 2-A) the needle 
introducer is placed over the eye end, with thumb and 
fingers of right hand and grooved forked director held 
in left hand is passed along the septum in same naris 
from which needle started. The turned and forked 
end is passed beyond the end of the needle which is 
distinctly felt through the mucosae, and slightly with- 
drawn until the angulation at the fork is engaged over 
the submerged point. Slight opposing lateral pressure 
is made between the distal ends of the director and 
introducer held in the two hands. The proximal or 
handle ends are now brought nearly to a parallel and 
both are gently swung over just beyond median plane 
of nose (Figs. 3 and 4) and the needle pushed through. 
This last move directs the point between the posterior 
segment of the resected bony septum and the middle 
turbinate and back along side from which it started, 
thus completing the transfixation. Fig. 5 shows needle 
in position as though observed from above. 


cut—in the case of the arm with the tourniquet 
there will be bleeding from the phlebotomy ; 
in the case of the packed nose there will be 
bleeding from any vein severed in the extent 
of the primary incision or where any vein has 
been unavoidably injured in either septal cov- 
ering. The physics is the same in both cases. 
The writer’s opinion, based upon his own ex- 
perience, is that packing, in all but a very oc- 
casional situation, is not only unnecessary, but 
actually causes post-operative nasal bleeding. 


You will ask me if the results of the use 
of this method are better than the results at- 
tained by packing, and I promptly answer, “no,” 
because as I conceive it, the perfection of re- 
sults of a plastic operation like that for devia- 
tion of the septum from the median plane of 
the nose, is almost wholly dependent upon the 
surgeon’s conception of what he is trying to 
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attain—in other words, the degree of per- 
fection with which the operation itself has been 
performed. 

No finer surgery is to be done anywhere in 
the human body, and no greater demand is 
made upon our mechano-surgical conceptions 
than are presented in the various deformities 
which we encounter in the general run of these 
cases. He wishes to make it clear that the sur- 
geon should conceive of the convalescent period 
as longer following this operation than after 
almost any other operation which we have to 
perform. This is so because we are closely 
approximating two broad surfaces which form 
a confined space which is potentially infected 
and with uncertain natural drainage. The neglect 
of this may be and has been disastrous, owing 
to invasion of the interior of the skull by septic 
materials finding their way from between the 
flaps to the meninges. Therefore the careful 
inspection for at least two weeks following, at 
frequent intervals, is the invariable practice. 
Any evidence of retention between the flaps of 
infected material should be promptly exam- 
ined and drained by incision at the most de- 
pendent part of its site. 

In addition to the greatly reduced post-oper- 
ative bleeding and the practically complete 
elimination of pain and discomfort following 
the operation, another great purpose served by 
its use is when we are operating in the pres- 
ence of a chronic sinus suppuration. It does 
not cause the engorgement and oedema of the 
soft parts in the regions of the various sinus 





IV. 


Shows needle in position as though observed from 
above and from the side. Of course, if primary in- 
cision were made on patient’s left side, the whole pro- 
cedure would be reversed. 


openings which the use of materials produc- 
ing intranasal expanding pressure is so prone 
to excite. Ear complications following its use 
must certainly be less apt to develop because 
swallowing when the nose is not accluded does 
not cause inflation of the middle ears with the 
possible carrying in of infection from the 
nasopharynx. 

The cases are invariably operated in the hos- 
pital. The patient is returned to his room in 
a wheel chair. He is placed in bed with a 
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medium back and head rest and iced com- 
presses are applied over the nose. Codeine 
grains, one as a P. R. N., is ordered for any 
cocaine nervousness. A soft to full diet is 


given. He remains in the hospital for twenty- 
four hours. 


DISCUSSION 


DR. WALTER R. PARKER, Detroit, Mich.: I 
want to congratulate Dr. Simpson on what he has 
done along this line and express the hope that it will 
not be long before the result of his work will be 
in such form that we can look it over. It certainly: 
is a field where we need some help. I think a con- 
tribution of this kind is valuable. 


DR. EMIL AMBERG, Detroit, Mich.: I want to 
congratulate Dr. Simpson, and I want to ask him a 
few questions. The Doctor speaks about the lack 
of bleeding by his method. I am not familiar with 
the percentage of mortality after a septum operation, 
but is seems to me that if we have _ infection, 
packing off might produce or spread the infection to 
the lymphatics—that if there should be a_ space 
and we closed it off we might produce infection. 
I wish the Doctor would touch on that. Another 
thing, whether the bleeding might not be a good 
thing to carry off something that is there. 


DR. WEINBERG, Lansing: I would like to ask 
Dr. Simpson if he has done any of these submucous 
operations without packing and without this method, 
whether he has hemorrhages or hematomas follow- 


ing, and whether he has had any experience with a 
wax splint? 


DR. H. LEE SIMPSON, (closing): I have never 
had a fatality from a submucuous operation, and I 
am sure they are rare. There are some, however, as 
we all know. In two cases I know the death was 
due to infection following a submucous, but whether 
there was actual injury to the cribriform plate of 
ethmoid, I do not know. So far as I know no 
autopsy was made, so it will never be known. At any 


rate, they both died of meningitis after a few days’ 
illness. 


If I understand Dr. Amberg, you think packing 
might prevent infection of the higher lymphatics. I 
do not really know whether that would happen, but 
we do know that clinically our hemorrhages develop 
after the packing is withdrawn. It seems to me the 
best reason for omitting packing is that the hemotoma 
takes place after you have removed it, and you do 
not have to take the packing out if you do not put it 
in. It is a most disagreeable thing to have it removed, 
and if it is not placed it need not be removed. 


With this needle there is no pain. I grasp it 
with a small forceps, put traction on it, and it comes 
out very easily, after 72 hours. Patients are surprised 
that it has been there. 


Dr. Weinberg asked if I had had experience with 
a wax splint. I have not, but I think it is a splendid 
thing to do—better than packing. Next to my method 
1 think it is the best. 


There is something to be said for packing, however. 
Suppose we have done a resection and we wish to 
correct it by packing and cannot do any other way, 
we may pack in a way that will not interfere with 
the exchange between the arterial and venous side, 
if we will over-correct it by putting tampons high on 
this side and low on that side. 

The idea of this needle is to do away with inter- 


ference in the exchange between the arterial and 
venous sides. 
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SECTION ON OPHTHALMOLOGY 
Oto-LARYNGOLOGY 


CASE REPORT—EPITHELIOMA 


D. EMMETT WELSH, M. D., F. A. C. S. 
GRAND RAPIDS, MICH. 


Mr. Todd, age 73 years, occupation laborer, con- 
sulted me on October 4, 1922, on acount of failing 
vision in the left eye. 

On examination I found a growth extending from 
9 to 3 o’clock on the corneal area completely covering 
the lower half of the cornea and extending in to the 
conjunctiva a distance of about one-half inch on the 
nasal side and from there in the conjunctiva from 
9 to 3 o’clock on the temporal side. It was grayish 
white in appearance, slightly elevated on the nasal 
side and gradually tapering to a thin film down to the 
temporal side. It was adherent to the cornea, but 
the conjunctiva and cornea were not deeply involved. 
Small vessels covered this surface, particularly on 
the nasal side. There was no pain or any inconvenience 
from the same. A section was taken with the follow- 
ing findings: ; 

Microscopical examination of a small specimen of 
tissue removed from the conjunctiva at the corneal- 
scleral junction revealed a tissue structure—an epi- 
thelioma, squamous cell type. 


On the day following the examination I removed 
the mass at the hospital and began the*use of the 
Shehan .Thermophore. The growth was removed 
under cocaine and adrenalin anesthesia. The same 
anesthesia was used in using the thermophore. This 
was applied at intervals of four or five days for 30 
days. The mass disappeared leaving a slight corneal 
opacity. About 30 days after the last application 
of the thermophore I noticed there were some new 
growths taking place and re-application of the thermo- 
phore was made. This was in January of this year. 
I did not see the case again until April when there 
was some renewal of the growth. I again used the 
thermophore twice at intervals of four or five days. 


On -account of this mass covering the pulpilary 
area, the patient had light and form perception. 
Today he has with proper correction two-thirds vision 
for distance and normal reading distance. The results 
you can observe. At no time did he suffer any pain 
or any inconvenience from the use of the thermophore 
or from the growth itself. He had noticed this de- 
veloping for about three months. 


In regard to these epithelioma growths, I have 
seen four other cases which I removed, cauterizing 
their bases with carbolic acid. Recurrence took place 
in two cases, and after an interval of 60 days I again 
removed them in the same manner. Recurrence again 
took place and I enucliated the eye. In one case 
the patient died six months later from involvement 
of the liver due to metastasis, while in the other case 
two years elapsed before metastasis occurred and liver 
involvement had taken place. The other two cases 
I have seen at times varying from three to five 
years after removal and have now lost all knowledge 
of them since that time. 


TRAUMATIC CATARACT 
ALFRED DEAN, M. D. 
GRAND RAPIDS, MICH. 


Mr. Chairman, members and guests of the Section. 
The case I am presenting this morning has a less 
frequent etiology than formerly, produced an interest- 
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ing pathology and ran an interesting but uncertain 
course during the first three weeks. 


HISTORY 


R. W., age 17, with other boys on the night of 
July 3, was shooting firecrackers of the flash-bang 
type, (two inches in length) one delayed in explod- 
ing, the patient stooped over to investigate and it 
exploded, part striking him in the left eye toward 
the nasal side. Temporarily blinded and experiencing 
some pain, he was taken to a physician in the neigh- 
borhood, who, failing to find any distinct injury of the 
eye, prescribed a soothing preparation to prevent in- 
flammation. The patient participated in the activities 
on the 4th and on the 5th he read the sports column 
and did not experience any great inconvenience until 
awakening from a nap in the afternoon, the eye was 
then painful and inflamed, and in spite of home 
treatment it continued to grow worse, and was brought 
to my office on the morning of the 6th. 


EXAMINATION 


The patient was suffering considerable pain, slight 
photo phobia and lachrymation. The lids of the left 
eye were red and swollen. with a small area of 
ecchymosis on lower towards the nasal side, but none 
on the eyeball which was uniformly injected. The 
pupil and iris were hidden by a dense triangular 
shaped hemorrhage, which, with the exceptions of a 
very slight area at the limbus on nasal side above 
and below, entirely filled the anterior chamber. The 
eyeball seemed somewhat more prominent than the 
right and on palpation somewhat harder; movement 
was not restricted and motion did not increase the 
pain in and about it. Vision light and shadow per- 
ception. Right eye normal. 


TREATMENT 


The acident having occurred 60 hours previous and 
not being able to judge the extent of the injury because 
of the hemmorrhage, I sought measures to relieve 
the pain. This I found in atropin, dionin, and hot 
compresses. An hour after the patient reached home 
the pain in the eye ceased and has since remained 
comfortable. The following morning he reported 
at the office with the external appearance of the eye 
much the same as of the previous. The intraoculal 
tension, however, manifestly increased to palpation, 
and with the McLean tonometer recorded an intra- 
ocular tension of 73, the following morning it was 
71, but as the eye was comfortable I continued the 
same treatment and the next morning I was encouraged 
to find the eyeball less injected and softer, a tension 
of 36. It increased to 42 the following day and since 
has fluctuated between 35 and 37 with the exception 
of one reading of 26. It was five days before the 
blood in the anterior chamber showed a change of 
level with a change of position but thereafter showed 
progressive signs of absorption, by the tenth day it 
occupied the lower half of the anterior chamber; yet 
with perfect atropinization, the iris fully dilated, it 
was impossible to view the interior with the ophthal- 
moscope and not until the end of the third week 
was I able to obtain even a hazy view of the retinal 
vessels. The lens then showed cataractous change, 
cloudiness of the central and a much more dense 
area in lower and nasal sectors, but a great amount 
of which has since cleared away. Gradually as the 
absorption took place, vision improved. 

The anterior chamber still showed the presence 
of blood on July 26, but I took chances on stopping 
the atropin and made several instillations of one-half 
per cent eserin solution to note its action on the iris, 
which was dilated and out of sight, and noted that 
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when it contracted the pupil was slightly pear shaped 
with point toward the nasal side. Dionin, 4 per cent 
and hot compresses T. I. D., was continued for 
several weeks longer. The vision on August 14 was 
20/200—, increased to 20/50+ by a —1.25 sp. +0.25 
cyl. & 90, on the 24th it was 20/50? increased to 
20/30+- by —0.87 sp. +-0.37 cyl. & 180, on September 
first it was 20/40+ increased to 20/20? by —0.75 sp. 
+-0.50 cyl. & 165. The central vision is still somewhat 
disturbed but he can readily decipher 30 inch type. 


CONCLUSIONS 


The eye injury in this case was not considered to be 
of a serious nature by the physician who first saw it, 
yet I feel confident at that time there must have been 
sigtis of irido-dialysis, injury to lens and capsule, also 
to ciliary body, and hemorrhage present in anterior 
and posterior chamber. The glaucomatous condi- 
tion was brought on by obstruction of drainage due 
to the extensive hemorrhage, the swelling of the lens 
and injured parts. The quick closure of the rent in 
the lens capsule and the complete dilatation of the 
iris before any plastic change in it had taken place, 
helped to reduce the introcular pressure by opening 
the angle for drainage. The limited extent of the 
cataract is due to the early healing of the injured 
capsule. The pear shaped pupil to the healing of the 
iridal rupture, and the improvement in vision to the 
absorption of the hemorrhage and the deposits in 
the lens. 


CHRONIC GLAUCOMA 


DR. OLIVER PRESENTING FOR DR. BEEMAN 
GRAND RAPIDS, MICH. 


Mr. M. J., optician, began having trouble with vision 
in May, 1914. One evening while looking at a light 
he noticed a halo of rainbow colors around it. Each 
day his vision became more foggy as though looking 
through steam. Some of the letters would disappear 
from words in signs at a distance. A lighted match 
would have a rainbow ring around the flame. He 
began to have a feeling of pressure with some sensa- 
tions of aching in the bones around the right eye. At 
that time he had been wearing for 10 years a cor- 
rection of plus three fifty sphere each eye for both 
distance and reading. About two weeks following 
his first symptoms of eye trouble he had his eyes 
examined and at that time vision was right 20/200, 
left 20/100 corrected to right 20/50+3-+-7590, left 
20/30-+350 sph. There was cupping of the disks; a 
diagnosis of glaucoma was made and a solution of 
pilocarpin and eserin prescribed to be used in each 
eye. 

He was not seen again until July, 1923 (nine years, 
four months later) and the history for the intervening 
time was that after having used the drops for about 
a week the vision had steadily failed to only central 
in the right eye and the left was clear except a little 
cloudy or shaded in the upper part of the field. He 
then went to Milwaukee and an iridectomy was made 
on the right eye about June 1, 1914. The halo of 
rainbow colors disappeared, the vision remained the 
same without any improvement except that two or 
three times a day it would become very dim and in 
about an hour improve to its former state which 
condition exists at the present time in both eyes. 

About four years after the operation on the right 
eye an iridectomy was made on the left. This was 
done at St. Luke’s ‘Hospital in Chicago. He re- 
covered readily but without any improvement to his 
vision and he says that the left eye always feels as 
though there was a little pressure about it. 

For the passed two months he says his field of 
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vision has become more contracted and the vision more 
hazy or smoky. At present the tension by theMcLean 
tonometer is R. 45, L. 70. He depends on his left 
eye for distance wearing R. plus 2, L. plano. He 
depends on his right eye for reading, using a plus 8 
lens. 


CASE REPORT 


E. T. WORDEN, M. D. 
ADRIAN, MICH. 


C. P., male, aged 16 years, first came to the office 
June 23, 1920, suffering from a right maxillary sin- 
usitis and polypoid degeneration of the right middle 
turbinate. At this time the anterior portion of the 
middle turbinate was removed and the bulla ethmoid- 
alis broken down. A few treatments with lavage 
of the nares and application of argyrol packs appar- 
ently completed a cure. 

In April, 1922, two years later, he was given at- 
tention at the Ann Arbor clinic, where they evidently 
performed an ethmoid exenteration after removing 
several polypi and made an opening through the lateral 
wall in the inferior meatus to the antrum. 

On April 9, 1923, he again presented himself and 
complained that nasal respiration was impossible. The 
anterior nares on the right side was completely filled 
with a large polypi and the nasopharynx was com- 
pletely filled with what proved to be an antrochoanal 
polypus which did not extend below the margin of the 
soft palate. 

After removal of the large polyp from the anterior 
nares, a synechia was found to have formed by the 
inferior turbinate with the septum anteriorly and ex- 
tending an inch backward. Another synechia was 
found to have been formed by the adherence of a 
remnant of the middle turbinate to the septum. 

Transillumination and radiographic examination of 
the right maxillary sinus was negative. 

After division of the synechiae, effort was put 
forth for three or four weeks to prevent the synechiae 
from forming again, to allay the swelling and inflam- 
mation of the tissues, and to reduce the amount of 
pus that seemed to emanate from the middle meatus. 
This was accomplished by the gentle application of 
cocaine and adrenalin, followed by the instillation of 
a 10 per cent argyrol solution. After using the cocaine 
and adrenalin solution, the patient was made to lie on 
his back with his head projecting beyond the end of 
the couch and so flexed backward that the dorsum 
of the nose was in a perpendicular position with the 
nostrils uppermost. From 30 to 60 minims of argyrol 
solution was allowed then to trickle slowly into the 
nares and the patient maintained his position for a 
half hour. At no time was lavage resorted to, the 
detritus being removed by suction through an im- 
provised, hard rubber, eustachian catheter. 

On May 6, 1923, the antro-choanal polyp was 
found to be smaller and the nares more roomy ex- 
cept for a spur anteriorly which was removed sub- 
mucously by a motor-propelled saw. It was now 
evident that the antro-choanal polyp had its origin 
from the inferior meatus, though at this time it was 
impossible to demonstrate an opening in the lateral 
wall. Patient reported a profuse discharge of pus 
throughout the day and the cocaine-adrenalin-argyrol 
treatment was continued three weeks longer before 
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tempt was made to remove the choanal polyp. 
TECHNIQUE OF OPERATION 


Ist Step: The naso-pharynx and right nares were 
anesthetized as thoroughly as possible with cocaine— 
10 per cent solution—and adrenalin. A large, braided, 
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silk thread was threaded into a Bellocques nasal can- 
nula which was passed along the floor of the nares 
under the polyp and projected below the margin of 
the soft palate where the thread was seized and 
drawn out through the mouth. 

2nd Step: A three-eighths inch rubber tube was 
threaded its entire length with a No. 7 snare wire, 
one end of which was looped upon itself. A Carrel- 
Dakin punch was used to punch holes three-eighths of 
an inch from the end of the tube corresponding to 
the looped end of the wire. This end of the tube was 
now introduced through the attic of the right nares, 
up over the polyp and seized as it presented itself 


_on the posterior wall of the pharynx and drawn out 


through the mouth.. 

Note: The thread is under the polyp and the tube 
over it, one end of each protruding from the right 
nares and the other from the mouth. 

3rd Step: The end of the thread issuing from 
the mouth was then threaded through the hole in one 
side of the tube, through the loop in the wire, on 
through the opposite hole in the tube, and then tied 
with a slip knot. 

4th Step: Traction was then made on the end 
of the tube protruding from the anterior nares until 
the distal end was just visible below the margin of the 
soft palate, when traction was made upon the thread 
protruding from the anterior nares and continued 
till the threaded end of the rubber tube was delivered 
from the floor of the nares. 

Note: The wire-threaded tube surrounded the 
polyp and by inspection and palpation was found to 
thoroughly engage the polyp. ‘ 

5th Step: The thread was then disengaged from 
the tube and wire, and another piece of the snare 
wire was spliced onto the looped end of the wire in 
the tube. Traction was made on the wire until the 
splice was drawn a little way up into the tube. 

6th Step: Traction was then made upon the tube 
issuing from the attic of the nares until the entire 
tube was withdrawn, thus leaving the second wire 
entirely surrounding the polyp. 

7th Step: The wire was then threaded into the 
snare and the polyp snared off. 

The polyp immediately dropped to the pharynx 
and the patient involuntarily ejected it. The patient 
was not caused the slightest pain nor was there, 
literally, one drop of blood lost until an hour or so 
later when there was only a little bleeding. The 
polyp weighed three and a half drams. Bi-lateral 
nasal respiration was immediately restored. 

A few days later, several small polypi were re- 
moved from the inferior meatus and then the artifi- 
cial opening into the antrum was discovered. The 
opening was thoroughly curetted and the antrum ir- 
rigated, after which a 20 per cent solution of argyrol 
was injected into the antrum. 

Later a third synechia was discovered between the 
septum and the so-called superior turbinate. This 
was divided and several small polypi removed from the 
region of the posterior ethmoid cells. The choanal 
polyp was removed May 7 and the cocaine-adrenalin- 
argyrol treatment continued intermittently until 
August 11, when the patient was discharged. How- 
ever, he was advised to present himself for inspection 
monthly for a period of two years or whenever an 
acute rhinitis attack intervened. 


COMMENT 


While choanal polypi are not rare, they are by no 
means of common occurrence, and some unusual 
features of the case presented brought about the deci- 
sion to report it. 

In the report of 80 cases that have been published 
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within the last 10 years, there was no mention that the 
choanal polypus was other than solitary, while in 
this case, polypi were numerous. In the 80 cases 
I was able to collect, 70 were antrochoanal polypi 
with their pedicles issuing from the middle meatus 
and presumably from an accessory ostium, four were 
spheno-choanal polypi, and six were of undetermined 
origin, but probably springing from the ethmoid: The 
case herewith presented was unusual in that the 
pedicle issued from an artificial opening in the antrum 
in the inferior meatus. 

Another unusual feature was the difficulties en- 
countered because of the acquired and natural ob- 
structions, to-wit: the septal spur and _ extensive 
synechia. In planning a method of attack, search 
was made through all text-books and current medical 
literature available with the result that three methods 
were found to be recommended: radical operation 
through canine fossa, extraction by way of the naso- 
pharynx and mouth with adenoid or other forceps, 
and by snaring through the anterior nares. In many 
text-books, description of the operation was limited 
and was about as follows: “The polyp is removed with 
the snare.” To snare the polyp in this case by the 
ordinary method seemed hopeless for obvious reasons, 
and to perform the radical operation in the light of 
negative findings in the antrum seemed unwarranted. 
Therefore the technique above described was devised. 
While it appears complicated, it is quite simple and 
very easily carried out, requires only a local anesthetic, 
and is painless and bloodless. 

As described in the above report, the polyp com- 
pletely filled the naso-pharynx though it did not ex- 
tend down below the plane of the hard palate. It was 
about the size of a small hen’s egg; its shape con- 
formed somewhat to the limits of the cavity and 
seemed to consist of two lateral lobes, in appearance 
not unlike that of the medulla oblongata. It appeared 
pearly-grey and upon palpation was found to be very 
firm and fibrous. The pedicle was not discerned, 
probably because it was short and thick. The reason 
for thinking that is sprung from the inferior meatus 
was because it was demonstrated not to have sprung 
from the middle or superior meatus, nor from the 
sphenoid ostium. 

In the issue of June 3, 1922, of the Lancet, G. W. 
Dawson reported the case “of an exceptionally large 
antro-choanal polypus, weighing nine and one-half 
drachms, occurring in a man 47 years of age, who was 
content to endure its presence for several years.” It was 
so large that “its limits could only be seen with diffi- 
culty by strongly depressing the tongue, when it could 
be seen to reach close to the entrance of the larynx.” 
The pedicle was long and easily traced to the’ orifice in 
the antrum. 

In reviewing other case reports, the observation was 
made that where the history showed that the condition 
had existed over a period of several years, the polypi 
naturally attained an immense size, and the weight 
of the growth tended to stretch and lengthen the 
pedicle and thereby render the search for its origin 
much more easy. Inasmuch as the case herewith re- 
ported showed by its history that the condition had 
only existed for the period of about one year, this 
would explain the short, thick pedicle and the diffi- 
culty experienced in locating its origin. This also 
probably explains why six reporters could not locate 
the origin of the polypi in the cases they reported. 

It is the belief of the writer that much of the 
radical surgery performed in these cases is premature- 
ly resorted to and is unwarranted. In the review of 
the 80 cases above mentioned, it was noted that, where 
histological investigations were made, the  polypi 


sprung from the muco-periostium of the median wall 
of the antrum or from the floor of the autrum im- 
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mediately adjacent to the median wall. As in the 
case herewith reported, the pedicle seemed to have 
its origin around the orifice in the antrum and it was 
possible to eradicate all diseased tissue intra-nasally. 
Now, should it be ‘subsequently demonstrated that 
other polypi are forming in the antrum, indicative 
of an extension or exacerbation of undiscovered 
disease, the radical operation should be performed. 
However, it would seem that the great majority of 
cases could be cured by conservative surgery because 
of the accessibility of the seat of origin in the lateral 
wall. Several reporters attacked the antrum through 
the canine fossa for their primary method of removal 
of the polypus. In one such instance, Mr. Tilley, of 
London, voiced his sentiments in the following manner : 
“Tt is a pity to do anything in the first instance in the 
nature of a radical operation for the removal of these 
growths .... to enter the canine fossa of a young 
patient means destroying some of the dental nerves, 
and so setting up conditions disadvantageous to the 
patient’s after career.” It would seem, then, that the 
patient’s interests would best be conserved by, first, 
removal of the growth through the anterior or poster- 
ior nares, and, second, an attempt to eradicate all 
diseased tissue at the seat of origin of the pedicle, 
through the lateral wall intranasally, leaving the radi- 
cal operation as a last resort. 





SIMPLE METHOD OF VACCINATION 


FRANK R. STARKEY, M. D. 
DETROIT, MICH. 


Because of rather wide-spread incidence of 
small-pox in and about Detroit this winter, | 
have been advising all of my patients to submit 
to vaccination. Many of the cases are so mild 
that they cause little or no inconvenience to the 
patient and escape diagnosis. They attend 
theatres, churches and social functions, thus 
spreading infection. I have devised a safe, 
simple and rapid method which I believe re- 
moves all of the objections that could be reason- 
ably brought against vaccination. These ob- 
jections have been; first, pain; second, danger 
of extraneous infection; third, disfiguring scar ; 
fourth, disagreeable systemic effect; fifth, dis- 
comfort of local sore. All of these objections 
are met and overcome by the method I am now 
using which is as follows: first, wash the site 
with denatured alcohol or paint lightly with 
iodine; second, introduce vaccine into deep 
layers of skin by means of a sterile all glass 
syringe with 27 gauge needle.. This requires 
but a very small amount of time, is almost en- 
tirely painless, leaves the skin unbroken except 
for the single minute puncture and lessens the 
danger of extraneous infection to the smallest 
minimum, and is 100 per cent positive. It is 
followed in 24 hours by a local zone of erythema 
and edema about two inches in diameter, slight 
malaise and rise in temperature to about 100. 
There is some tenderness but no induration or 
scarring. The entire local phenomena disappear 
in from seven to 10 days. No dressing is re- 
quired. 
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MINUTES OF THE COUNCIL 71 


Mid-Winter Meeting of the Council 
OFFICIAL MINUTES 





Pursuant to official notice and call, The 
Council of the Michigan State Medical So- 
ciety met in Detroit on January 16th and 17th, 
1924. The meeting was called to order at 
6:30 p. m. in the Wayne County Medical So- 
ciety building, by Chairman J. B. Jackson with 
the following Councillors, Officers and Invitees 
present: 

Councillors Jackson, Walker, Burke, Baird, 
Bruce, Corbus, Ricker, Greene, Darling, Ran- 
dall, Clancy and LeFevre. 

Officers: President Guy L. Connor, Secre- 
tary-Editor F. C. Warnshuis, Chairman 
Medico-Legal Committee, F. B. Tibbals; 
Speaker Carl Moll, Vice-Speaker J. E. King, 
A. M. A. Delegates A. W. Hornbogen, G. H. 
Frothingham and J. D. Brook; Chairman of 
Legislative Committee, Hugh Stewart; Secre- 
tary Wolfson of the Macomb County Medical 
Society ; Frank Kelly, President of the Wayne 
County Medical Society. 

Ex-Presidents: B. D. Harison, W. H. Saw- 
ver, Angus McLean, A. P. Biddle, Guy L. 
Kiefer and W. T. Dodge. 

At the conclusion of the dinner, to which 
those present had been invited as the guests 
of President Connor, the Secretary-Editor de- 
livered his annual report as follows: 

ANNUAL REPORT 
OF THE 


SECRETARY-EDITOR 
1923 


To the Council, 

Michigan State Medical Society, 
Gentlemen : 

TRANSMISSION 

I have the honor to submit to you, and 
through you to the members, this, my Annual 
Report as Secretary-Editor for the year 1923, 
closing December 31, 1923. 


AUDITOR’S REPORT 

In compliance with an established prece- 
dent, there is referred to you the following 
financial report prepared by Ernst and 
Ernst, bonded auditors, upon completion of 
their Annual Audit of the books of the So- 
ciety and our finances. 


January 10, 1924. 


To the Council of the Michigan State Med- 
ical Society, 


Dr. F. C. Warnshuis, Secretary, 
Grand Rapids, Mich. 


Gentlemen :—In accordance with your re- 
quest, we have audited the books of account 
and record of the Micu1GAN STaTE MepricaL 


Society for the year ended December 31, 
1923, and submit herewith our report. 

The following summary compares the re- 
sults from the financial operations of the So- 
ciety for the year under audit with those for 
the preceding year: 


JOURNAL INCOME 


Year Ended Year Ended 
Dee. 31, 1923 Dec. 31, 1922 
Amount Per Cent Amount Per Cent 
Subscriptions, re- 
prints, adver- 
tising, ete..........$13,111.87 100.00% $12,663.43 100.00% 
Less: Journal and 
reprintexpense 12,104.91 92.32 12,240.04 96.65 





Profit on Journal 
Publication ~....$ 1,006.96 7.68% $ 423.39 3.39% 











DUES AND OTHER INCOME 
Membership dues, 


Co (See tes 2 eam $ 3,081.99 100.00% $ 3,019.52 100.00% 
Less: Annual 
meeting, society 
expense, ete........ 3,821.12 123.98 3,441.11 114.29 





Excess of society 





expense, over- 
@ues; Gtes..:........: $ 739.13 23.98% $ 421.59 14.29 % 
Net income.............$ 267.83 $ 1.80 


Attention is directed to the increase in 
the percentage of profit from the publica- 
tion of the Journal over that for the year 
ended December 31, 1922. 

A Statement of the Assets and Liabili- 
ties of the Society at December 31, 1923, is 
included elsewhere in this report, subject 
to the following comments: 

-Cash on deposit with the Old National 
Bank, Grand Rapids, Mich., was verified by 
correspondence. All recorded cash receipts 
for the year were traced direct to the bank 
deposits as shown by the bank statements. 
We supported all recorded cash disburse- 
ments by examination of cancelled bank 
checks, invoices, or other data on file. 

We inspected the securities owned, con- 
sisting of bonds of the Citizens Telephone 
Company, Grand Rapids, Mich., and of the 
Government of the Dutch East Indies. 

As far as we could ascertain, full pro- 
vision has been made for all known liabili- 
ties of the Society at December 31, 1923. 

We HEREBY CERTIFY that we have 
audited the books of account and record of 
the Michigan State Medical Society for the 
year ended December 31, 1923, as kept by 
the Secretary-Editor, Dr. F. C. Warnshuis, 
and that, in our opinion, based upon the 
records examined and information obtained 
by us, the accompanying Statement of As- 
sets and Liabilities is drawn up so as to set 











forth the correct financial position of the 
Society at December 31, 1923, and that the 
relative operating statement is correct. 


Very truly yours, 


ERNST & ERNST. 
(SEAL) 


STATEMENT OF ASSETS AND 
MICHIGAN STATE MEDICAL 
December 31, 1923 
ASSETS 
Cash— 


On deposit with Old National Bank 
Accounts Receivable— 
Due from Subscribers, Adver- 
tisers, Ete. 
Securities Owned— 
Bonds of Citizens Telephone Com- 
pany (5%) $2,000.00 
Bonds of Dutch East Indies (54%%) 1,000.00 


LIABILITIES 
SOCIETY 


$ 129.77 


726.07 






































3,000.00 
$3,855.84 
LIABILITIES 
Advances for Reprints.......................... $ 234.75 
Due to Defense Fund 87.50 
Net Worth— 
Balance—January 1, 1923......$8,152.75 
Advances to Legislative 
Committee repaid by 
County Societies ................ 113.00 $3,265.76 
Add: Net Profit for year ended 
December 31, 1928 .................. 267.838 3,533.59 
$3,855.84 
INCOME AND EXPENSE 
MICHIGAN STATE MEDICAL SOCIETY 
(For the Year Ended December 31, 1923) 
INCOME 
Journal Subscriptions and Sales........ $ 5,782.95 
Advertising Sales ...... 5,244.49 
Reprint Sales 1,353.18 
Membership Dues ..... 2,842.25 
Professional Announcement Sales...... 731.25 
Interest Received 239.74 $16,193.86 
EXPENSE 
Journal Expense $10,748.38 
Society Expense .u...........ecceceeeeenee 2,869.16 
BROTTANG, BORMOTIBC «noc. ivececcc.sceiecccsecssccecs.nccce 1,356.53 
Council Expense ...... 210.92 
Expense of Delegates. to A. M. A... 339.10 
PARMVTU CIN oo ossvic nsec ceesihicsesdncds 401.94 15,926.03 
PUD? RMONO NM ee hc Sl ae et Ie $ 267.83 
COMMENTS ON FINANCES 


Following the instructions of the Council, 
our financial receipts are governed as fol- 
lows: 

All the receipts are always in the form 
of checks or drafts and are derived from 
membership dues, advertising and interest 
earnings. These are deposited to the ac- 
count of thei Society in the Old National 
Bank, Grand Rapids. 

Disbursements are made upon a voucher 
check signed by the Chairman of the Coun- 
cil, the Treasurer and the Secretary. No 
funds, other than current rountine expenses, 
are disbursed except by appropriation by 
the Council. 

The investments of the Society are held 
by the Treasurer. 

Having no cash receipts and no cash dis- 
bursements, it will be perceived that our 
incoming and outgoing funds are always 
subject to record and entry and at the close 
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of each official year it is accurately possible 
to audit our finances and make an. account- 
ing of our funds to the last penny. 

Our gain of $267.83 in resources, in view 
of our experiences and financial tribulations 


for the past five years, is viewed with con- 


siderable satisfaction. On the other hand it 
has been apparent for several years that as 
far as organizational achievement is con- 
cerned we cannot progress, we cannot as- 
sume new activities and attain greater ends 
unless new or additional revenue is pro- 
vided. Mere figures will be quoted at this 
time and later, under comments, certain 
conclusions will be presented. 

By Constitutional provision our annual 
dues are Five Dolars per year. By action 
of the Council these dues are appropriated 
as follows: 

Two Dollars to Medical Defense; Two 
Dollars to Journal Subscription ; One Dollar 
to Society Expense. The following exhibit 
is thus created: 


























JOURNAL 
Advertising Receipts $ 5,975.64 
Subscription Receipts 5,782.95 
Total Receipts $11,758.59 
Total Cost of Journal $10,748.38 
Gain for Journal $ 1,010.21 
SOCIETY 
Membership Dues $ 2,842.24 
Other Earnings 239.74 
$ 3,081.99 $3,081.99 
EXPENDITURES 
SOCICEY FIEDOnse sii... ee $ 2,869.16 
Amnwat MeCRe 2 2..6ic.- eae tdasans 401.94 
Council Expense 210.92 
Delegates to A. M. A. (two0).................--. 339.10 
Total MWxpenditures. ..:2.::.2.....2..:... $ 8,821.12 $3,821.12 
INGE TORS sce eee ee ee $ 739.138 





In plain words, the Society is expending 
annually more than it receives. This loss 
has been absorbed by the Journal. 

The query is pertinent: Is this a sound 
financial policy and is it fair to limit our 
Journal by causing it to assume the finan- 
cial deficit of the Society? Attention has 
been directed to this situation in several of 
my annual reports but no solution has been 
adopted. 

It is within the scope of the power of the 
Council to recommend to the House of Dele- 
gates whether or not our Annual Dues are 
to be increased. If such a recommendation 
is made, it would seem that it would then 
be advisable to prepare a definite budget 
indicating the purposes for which additional 
funds are to be expended and the benefits 
that will be derived by the individual mem- 
ber. An exhibit setting forth the dues col- 
lected by other State Societies would also 
be enlightening and would serve to indicate 
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wherein our Society fails to remain fully 
abreast of organizational progress. 

I am of the opinion that our financial 
problems should be the subject of a careful 
study with the view of formulating a defi- 
nite report and recommendation to be in- 
corporated in the Council’s Annual Report 
to the House of Delegates. 

Further comment on our finances will be 
considered in this report under the heading 
of Society Work and The Journal. 

As a summary it is pointed out that last 
year our net profit was $1.80 in comparison 
with this year’s profit of $267.83. 


SOCIETY 


On January 1, 1922 our total number of 
members in good standing was 2,827. We 
close the year with a membership of 2,900, 
a gain of 73 members. 

For your information I submit the fol- 
lowing comparative membership list, given 
by Counties: 





















Delin- 
County Society 1922 1923 Loss Gain quent 
ANPGRG: cnn 12 15 mer 3 2 
Antrim, Charlevoix, 

WORWMCUE «<2 cos 12 8 4 ae 5 - 
WOEey icake eek oak 16 17 aes z 2 
Bay 63 64 = 1 2 
13) 1) Ce ee eae 8 0 8 reas 8 
| S| a hee een ere Re te 36 30 6 6 
1) Saas 14 16 ates 2 i 
COMIOUM | ccccccccsctecis. 94 97 ae 3 2 
CD.) 5) See nen 7 6 z ae 0 
Cheboygan .......:........ 9 y Sout 2 0 
Chippewa .........:........ 20 19 I ree 5 
UTHCOME  ssiesiiecdeccssncsscss 15 15 0 0 2 
DORE -cccsceeecassss << Ze 24 ses 2 0 
Dickinson, Iron ...... 18 5 8 ae 8 
CRUE oe oo et ae 18 = 7 I 
GONEREO:  aoksiicck sessed. 114 105 9 4 RE 
GORE jasccccesssstec aces 21 20 1 2 
Grand Traverse,- 

eelamaw ....:<....... 21 20 p | 3 

_ Gratiot, Isabella, 

CLS ETEC eee ae 35 32 3 5 
PIVVISG@Ote 225.5. --..225.: 19 32 ae 3 1 
Howenton | .c.:......... 39 39 0 0 1 
Huron 9 cae 5 0 
Ingham .. ‘ 78 1 8 
RG NN ce ps 14 3 € 
PRORBOMN, isiseciscees cs: 65 55 10 9 
Kalamazoo, Alle- 

gan, Van Buren.117 117 0 0 
Kent 174 171 3 one 10 
GRECO | ccniccasaincdes 10 19 ae 9 y: 
iGHWOG cctisdicctisecaets rx | 22 5 cre 8 
MA@GCOMID .o.cc.cs--.cscecsseceac 30 21 9 te 9 
Manistee .................... 8 12 eg + 2 
Marquette, Alger .... 36 ae 1 ae + 
MCGON Gay oe dicen 18 16 2 a= 3 
Menominee ................ 8 1 we 3 
Midland 6 0 0 0 
Monroe ee 25 - p whee 0 
Montealm .. 15 1 Pare 1 
Muskegon 55 ue 2 4 
Newaygo 8 3 ner 3 
Oakland 48 aa Z y | 
COCHIN cts 9 € 2 ao 2 
OM. ¢€:..O: BR, @&... 16 8 2 Rae 2 
Ontonagon _.............. 8 8 0 0 1 
QUIRKS haces 34 32 z ae 3 
GUN ck. 4S 66 os 23 0 
Presque Isle ............ 0 1 pee 1 0 
Sn 6 a 16 15 1 3 
Schooleraft .............. ( 6 1 1 
Shiawassee _.............. Zt 28 ve 1 5 
SUAROS S) res 49 51 aise y- 2 
St: POSEPH <4 -.cescccccc 4 15 awe 11 2 
Tri 20 19 1 ie 6 
PUROGIR) msn cecdccck- 26 18 8 oi 2 
Washtenaw .............. 104 107 pe 3 15 
WRN secscksust 1,126 1,202 seed 16 46 

2,827 2,900 97 170 238 
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In considering these tabulated figures 
one’s attention is arrested by the following 
exhibits: 

First, we have the largest paid member- 
ship in the history of the Society. 

Second, 22 Societies report a gain of 170 
members. 

Third, 28 Societies report a loss of 97 
members. In but six counties this loss ex- 
ceeds eight members, the highest being 
Jackson with a loss of 10 members. 

Fourth, while still recorded as members, 
but in suspension, we have a total of 238 de- 
linquents and therefore a gross membership 
of 3,138. 

On the whole, our numerical strength is 
very satisfactory. It is but proper to refer 
with commendation to Wayne, Saginaw, 
Eaton, St. Joseph, Lapeer and Huron Coun- 
ties for their appreciable percentages of gain 
in membership. 

DEATHS 


During the year death removed from our 
records the following members: 


George C. Bassett W. S. Shipp 
Oscar G. Cowley Guy M. Canfield 
John R. Jones A. E. Rooneville 
J. A. Belanger Frederick Edmister 
P. H. Gunsallus Ezra R. Larned 
James E. Peltier H. M. Leach 
Leland S. Weaver Ernest Schorr 

C. J. Larson H. J. Stephens 
W. E. Burtless Horace B. Williams 
William Richardson W. C. Marsh 
Justin E. Emerson L. G. Parkhurst 
John McClurg Charles E. Kyner 
S. A. Snow James Purdon 

J. A. King —Vickers 


While from time to time these deaths 
have been recorded in the Journal, we 
pause at this time to once more pay final 
tribute and respect. We recognize that each 
in his own sphere, his own field of activity 
contributed a full measure of useful deeds 
that served to reflect dedicated lives devoted 
to the well being of their fellow men and 
to the general welfare of society. As co- 
workers we mourn their death and record 
the esteem in which they were held. 


SOCIETY CHANGES 


On recommendation of the Councillors of 
the Districts involved, Ionia and Montcalm 
Counties were amalgamated and transferred 
to the Fifth Councilor District. It is 
recommended that the Council confirm this 
change and authorize the issuance of a 
charter to the Ionia-Montcalm Society. 


ANNUAL MEETING 


The House of Delegates chose Mount 
Clemens as the place for the holding of our 
1924 Annual Meeting. It devolves upon 
the Council at this session to designate the 
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actual time for the holding of our Annual 
Session. 
REFERENCE REPORT 


The House of Delegates referred to the 
Council the report of the Advisory Com- 
mittee to the State Commission of Health 
and at the last session of the Council, con- 
sideration of this report was postponed 
until this meeting. 


LANTERNS 


By virtue of instructions received, five 
stereopticon lanterns for use of Sections 
were purchased this year. These lanterns 
are in the custody of your Secretary. 


COMPONENT UNITS ACTIVITY 


It is the desire of your Secretary to record 
and pay tribute to the officers of our County 
Societies. Much that has been accomplished 
is due wholly and solely to these officers 
and to whom we owe most of our organiza- 
tional prestige. Contributing a large 
amount of his time, expending appreciable 
effort ,zealous in the discharge of their 
duties, they have splendidly accepted and 
acquitted themselves of their responsibili- 
ties. It is proper therefore that recognition 
be given to them and to record our obliga- 
tions and appreciation for their loyal co- 
operation. 


CONSTITUTION AND BY-LAWS 


The House of Delegates created a special 
committee that is to revise our Constitution 
and By-Laws and report at our next Annual 
Meeting. This committee is desirous of 
receiving suggestions from our members 
and will welcome the proffering of recom- 
mendations. Dr. J. G. R. Manwaring of 
Flint is Chairman of this Special Committee. 


ORGANIZATIONAL PROBLEMS 


The changes that are being wrought in all 
avenues of society, business and govern- 
ment cannot occur without their exercising 


a definite influence upon the relationships 


of practitioners of medicine to society as a 
whole. As time change so must we too, 
as physicians and as an organization, change 
with them. Were we not to adapt ourselves 
to and accept these changes, the days would 
be short ere we would be excluded from the 
the pale of our composite social fabric. It is 
these changes and processes of evolution that 
ever creat for us new organizational problems. 
By the agency of these events, old landmarks 
and courses are fast disappearing. Experience 
is robbed of half its value. New difficulties 
obstruct our paths, new burdens weigh us 
down, while new and more serious problems 
press for solution. Our individual relation- 
ship to patients and the public is rapidly 
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passing through a transitional stage, with 
the changes that shall ever mark an era in 
our professional history. We stand as actors 
upon the stage and as we appear in the 
scenes, we are confronted with a duty that 
calls upon us to strive honestly and earnest- 
ly to understand the philosophy of these 
events, to recognize the weaknesses of our 
organization and to adapt our efforts so that 
we may render a faithful and sincere ac- 
counting of our stewardship. Individual 
aspirations, coterie schemations and quest 
for selfish profit, must not, dare not, be per- 
mitted to subsidize or warp our purposes 
or cause us to wantonly cast aside the ob- 
jects that we acknowledge as the basis of 
our organization. The welfare of the whole 
profession of Michigan and not of indivi- 
duals must motivate those to whom has been 
intrusted the covenants and leadership of 
our Society. For 12 years I have been dis- 
tinctly honored in being privileged to serve 
as Secretary of our Society. In addition, 
as a Delegate to the A. M. A. I have been 
fortunate in obtaining contact with a noble, 
self-sacrificing, conscientious group of medi- 
cal men who have but one concern—the wel- 
fare of the profession and the acceptance of 
a trust that has been delegated to them by 
their fellow physicians. It is further my 
great and highly appreciated privilege and 
honor to have served during two sessions 
as Speaker of the House of Delegates of the 
A. M. A. and to have been rechosen for that 
office at the last session. 

In these relationships I have ever, and the 
records are clear, been inspired and imbued 
with but one thought—the acquiring of that 
information, the study of all organizational 
problems, the expenditure of that time and 
effort, and the assumption of a just attitude 
to questions as they arise as would best 
enable me to render service that had but 
one motive and end—not self, not cliques, 
not groups, not fanatics—but—and in let- 
ters large and bold—the best interests of 
our organizations, national, state, county 
and of our members, not as individuals, but 
collectively. Though wrongly accused at 
times, though frequently maligned, though 
creating enemies, I have firmly and stead- 
fastly declined to be a party to any scheme 
or movement that implied or sought to sub- 
sidize or betray the high motives and pur- 
poses of recognized medical organizations 
or those who were honestly performing the 
duties conferred upon them as officers. Such 


base and attempted criticisms have given 
me no personal concern for I am possessed 
of the self-satisfaction of knowing that they 
eminate only from those who could not em- 





SSS SE aa CCL 


“ > oF CR eee OP ee MY 


FEBRUARY, 1924 


ploy me to join in with them to further 
their personal and selfish designs. 

I purposely make this statement at this 
time not with the object of attempting to 
record justification but to announce that the 
following recommendations are based upon 
the grounds of the experience that has been 
mine, the personal observations that have 
been made, and the thought devoted to reach 
a satisfactory solution of that which we as 
a Society must seek to attain in the coming 
years. 

It would be a superfluous and too volum- 
inous to set forth or even brief the pertin- 
ent criticisms that are advanced and which 
bear upon our relationship to society, gov- 
ernment and health problems. He who has 
striven to investigate is familiar with their 
context. There are, however, problems that 
stand out, which at this time arrest our at- 
tention and command consideration. They 
are : 


1. A pressing need for the adoption and 
institution of a plan that will enable our 
Society to institute educational facilities 
that will be available to the majority of our 
members. Post-graduate instruction, read- 
ily obtainable and within easy accessibility 
is imperative and an obligation to provide 
such instruction rests with our State Society. 


2. We as a profession must undertake 
the duty and task of educating the public in 
regard to the scientific truths of medicine. 
In addition we must also educate the public 
so effectively that the individual will recog- 
nize that many of his disabilities may be 
prevented if he but utilizes that information 
that is ours in regard to prevention of dis- 
ability and disease, and, utilizing that in- 
formation individual health and logevity 
will be enhanced. 


3. Legislative activity that will acquaint 
and enlighten legislative bodies as to the 
enactment of just laws, consistent with 
proven, ascertainable facts, that will fore- 
stall the creating of a widespread depend- 
ency in matters of individual and community 
health. Such dependency, born from the 
misguided and short-sighted viewpoints of 
enthusiastic groups of lay social workers is 
threatening with immediate pendency and 
unless promptly arrested will create a situa- 
tion that promises to wipe out the independ- 
ence of our homes and rob our firesides of 
their sacred boundaries. 


I am firm in the conviction that upon this 
Council and upon the officers of our Society 
there now rests these imperative undertak- 
ings that press for prompt acceptance. Mind- 
ful of this task that confronts us, thought- 
fully considering all that the years have 
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taught us, sincerely desirous of meeting the 
demands of the situation and with full con- 
sideration of the interests of our members, 
I am submitting for your consideration, 
amendment and institution the following 
plans: 


First: (a) That our state be divided into 
definite districts, due consideration being 
given to geographical and population fac- 
tors, so as to constitute logical groupings 
of doctors who may be centrally convened 
with a minimum amount of loss of time and 
individual discomfort. 


(b) Create, by Constitutional provision, 
an Educational Council of our Society com- 
posed of 10 members representing our 
Society, our two medical colleges and our 
State Department of Health. 


(c) Charge this Educational Council 
with the duty of providing and conducting 
in each district of the state, on two or more 
occasions each year, and of from three to 
six days duration, Post-graduate Courses 
and Educational Medical Clinics for the 
doctors in the district. These courses of 
instructions and clinics to be conducted by 
trained and competent teachers who will be 
remunerated by the Council on Education 
for the services they thus render. 


(d) Create by assessment, contribution 
and endowment an Educational Fund, so 
that the earnings of this fund will defray the 
expenses of this plan of Post-graduate edu- 
cation. 

Again would I tax your patience and set 
forth a voluminous brief were I to engage 
in the presentation of all the facts that bear 
upon this plan and the arguments that es- 
tablish the need for our Society to promptly 
undertake this feature of organizational 
work. Let it suffice that this recommenda- 
tion is further confirmed by medical men of 
national reputation, medical Educators and 
medical and lay individuals with whom I 
have been privileged to discuss the problem 
in its several details. 

Second: The second recommendation has 
been initiated in a limited degree. A found- 
ation for our activity has been well estab- 
lished by the Joint Committee on Public 
Health Education. It is apparent, however, 
that a greater subscription of support is 
requisite on the part of our County Societies 
and members. Therefore, it is urged that 
the Council take definite action that will 
bring about a movement that will extend to 
every County Society and which will wit- 
ness the holding of at least from 6 to 10 
such public meetings each year. 

As a further means of public education, 
we are failing, if we do not undertake a 
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definite campaign that will send into the 
majority of our Michigan homes for indi- 
vidual reading, Hygeia. This monthly 
magazine is a most valuable, educational 
missionary. It is our duty to bring about 
the greatest »possible distribution in this 
state. 

Third: The need for legislative education 
becomes vividly apparent when one reviews 
the experiences and achievements of our 
sister societies of Texas, California, Iowa, 
New York, Ohio and Pennsylvania. We 
in Michigan have fallen into the boggs of 
politics in our quest to secure legislative 
enactments and while certain ends have 
been achieved, our foundations rest upon un- 
stable grounds. It is time that we recon- 
structed this feature of our Society work. 
It is incumbent upon this Council to bring 
about the institution of a new plan of legis- 
iative activity. 

These, gentlemen, are our Society prob- 
lems of the hour. The manner in which 
they are met will determine for future years, 
yea, future generations whether we recog- 
nize and recognizing meet up to our re- 
sponsibilities that passing events endow us 
with. Whether we will write in the pages 
of the medical history of Michigan that we 
acquitted ourselves of the trust imposed. 


THE JOURNAL 


In the financial statements rendered it will 
be noted that The Journal closed the year 
with a profit of $1,010.21. The advertising 
receipts were $5,975.74, a gain of $89.46. 
Considering the advertising policies of bus- 
iness firms during the past year we were 
indeed fortunate in maintaining such an 
advertising revenue. Our prediction a year 
ago that The Journal had weathered the 
financial vicissitudes of the printing world 
was well founded. During the past five 
years we have passed through an unpre- 
cendented period of business uncertainties. 
We have maintained an established policy 
and today we are emerging from the diffi- 
culties that encompassed us without sacri- 


ficing any of The Journal’s valued features. 


Upon instruction from the Council, im- 
parted at the September meeting, a contract 
was entered into for the publication of the 
Journal which will enable us to issue a 
larger Journal at lessened cost. This con- 
tract expires October 1, 1924, and has many 
advantageous features. 

Our editorial policy is formulated by the 
Publication Committee. Our editorials and 
editorial comments are governed by that 
policy. Fundamentally we assume that the 
foremost objects that are sought to be ob- 
tained by The Journal are: 
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1. A medium for publication of the 
scientific papers, scientific studies and clin- 
ical observations of our members. 

2. Publication of Organizational Acitiv- 
ity. 
3. Publication of news items and events. 

4. Editorials imparting information as 
to scientific progress, discussion of medical 
economics and advancements of facts and 
information in order to formulate and mould 
sound policies and united expressions of 
desirable attitudes upon the medical topics 
of the day. 

5. To impart the Society’s stand and 
relationship as regards the profession’s con- 
tact and concern with the public questions. 

With this platform ever in view, we have 
sought to cause The Journal to reflect the 
Society and not an individual. We have 
when circumstances compelled, opposed 
the individual or minority group, for the 
sole purpose of conserving the rights and in- 
terests of the majority. I am of the opin- 
ion that such must ever be the editorial 
policy of The Journal—the interests, the 
welfare of the whole and not of the minor 
or individual part. 

During the past year we were specifically 
directed to oppose a certain legislative pro- 
posal. In doing so, a small group of mem- 


bers took offense and sought to discredit 
your Editor because he complied with the 


explicit instructions of the Council. This 
caused us no personal concern. It is com- 
mented upon for the purpose of pointing out 
that in the endeavor to attain that which 
events and experience indicates to be the 
best for the whole Society, we will invari- 
ably, no matter what the question may be, 
antagonize and oppose the personal desires 
and aspirations of a few. It is ever thus. 
The Journal editorially cannot assume a 
straddling or neutral position upon medical 
problems and practices. It must assume a defi- 
nite position and stand. That position must 
represent the mature, deliberate judgment of 
the majority of our members. Having as- 
sumed that position, it is consistent and essen- 
tial that it be fully and fearlessly defended. To 
ever be neutral, to assume an evasive policy, 
to cowardly refrain from exposing pernicious 
and individual or collective, selfish activity that 
affects our Society, abrogates our rights, robs 
us of our independence, or discredits us be- 
fore the public, would be to issue a Journal 
that would be puerile and of but small value 
or interest. Our members have a right to ex- 
pect and receive authoritative information 
upon all medical, economic problems and like- 
wise they are entitled to detailed facts in re- 


gard to all proposed or established medical 
activities. 
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In the pursuit of such a policy we will at 
times, and regretfully, tread upon the toes of 
individuals.- Unpleasant as such a necessity 
may be, can we do otherwise? We hasten to 
add that such necessities amongst ourselves 
would be few and far between, did proponents 
of movements come forth, openly and frankly, 
and give expression to a willingness to discuss 
their proposals and plans with our organiza- 
tion, the Council and our officers, and to seek 
and receive mutual co-operation and advice. 
This must be recognized as a desirable atti- 
tude and one that should be sought for with 
avidity. ; 

Personally, as Editor, I have never caused 
the assumption of a definite position upon any 
subject without first seeking the advice and 
instructions of the Publication Committee. 

It is hoped that this detailed explanation 
will be received, as intended—not as a state- 
ment of justification, but rather as informa- 
tion for your guidance. 

One cannot, unless daily familiar with the 
numerous details involved, appreciate the work 
entailed in editorial direction. 

Each issue is of limited space. We seek to 
publish submitted articles as promptly as pos- 
sible. We are ever confronted with an in- 
creasing number of articles awaiting publica- 
tion and delays, vexious though they are to 
authors, cannot be avoided. If it is your judg- 
ment, and we request expression thereon, we 
believe that the Journal is entitled to expend 
all of its earnings in bringing about prompter 
publication of these articles by the issuance 
of a large publication each month. Shall we 
continue to cause the Journal to liquidate the 
deficits of the Society? Your instruction is 
requested. 

CONCLUSION 

In concluding this, my twelfth Annual Re- 
port, no combination of words that I may en- 
deavor to formulate can adequately and fully 
set forth my appreciation of the trust imposed 
in permitting me to serve our Society and our 
profession in the capacity of Secretary-Editor. 
I am profoundly grateful. 

Frederick C. Warnshuis, 
Secretary-Editor. 


TREASURER’S REPORT 

The Treasurer, D. Emmett Welsh, sub- 
mitted his report as follows: 
To the Council of the 

_ Michigan State Medical Society: 

The following will convey to you the 
amount of funds of the Michigan State 
Medical Society in my hands for the year 
ending December 31st, 1923: 


Citizens Telephone Company 5% Bonds Num- 








bers 139, 140—$1,000.00 each $2,000.00 

Dutch East Indies 5%% Bonds, 30-year Ex- 
ternal Sinking Fund Number 8,254.00... 1,000.00 
$3,000.00 
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The following will convey to you the 
amount of funds on hand in the Defense 
Fund of the Michigan State Medical So- 
ciety for the year ending December 31st, 
1923: 


U. S. Liberty Loan Bond, Number A-0015756, 
Second Issue Converted 4%% $ .00 
Holland St. Louis Bond 8%, Number M-757......... 1,000.00 
Balance on hand in checking account, Peoples 
State Bank, Detroit, Michigan 3,668.43 











TOTAL $5,168.43 
Respectfully submitted, 
D. Emmett Welsh, M. D. 
_ Treasurer. 

Frank B. Tibbals, Chairman of the Medico- 
Legal Committee, rendered the following re- 
port: 

MEDICO-LEGAL COMMITTEE REPORT 
Detroit, Mich., January 2, 1924. 
To the Council, 
Michigan State Medical Society. 

Gentlemen :—In submitting this, its four- 
teenth annual report, the Executive Board of 
the Medico-Legal Committee point with pride 
to the fact that with but one exception the in- 
dividual members of this board have given . 
fourteen years of service to the Michigan 
State Medical Society. During this time we 
have seen the calls upon this committee in- 
crease year by year until during 1923 thirty- 
nine cases of alleged malpractice were reported 
to us. For many years the percentage of one 
threat to every one hundred members of the 
Michigan State Medical Society remained uni- 
form, but for the past few years this percent- 
age has been decidedly increased. 

The prophylactic value of this work, how- 
ever, is strong enough in many counties so that 
there is no marked increase in trial cases. Dur- 
ing 1923, for instance, we defended in court 
only eight cases, of which only one resulted in 
an adverse verdict, while five were won out- 
right, and two were settled for comparatively 
small sums during the progress of the trial. 
The one case in which the jury gave an adverse 
verdict had been previously tried three times 
and is now in appeal to the supreme court . 

Our defense at trial is stronger, we believe, 
than that of any insurance company because 
of the fact that we are usually able to 
straighten out local professional differences 
and present a pretty solid front to the enemy. 
We have repeatedly made the statement that 
the hungry lawyer and the jealous doctor are 
the two main causes of malpractice suits. The 
second of these two factors is in considerable 
measure under our control, and in those coun- 
ties where the profession has grasped the 
axiomatic fact that the first duty of every so- 
ciety member is to his profession we have 
little trouble. In some counties of this state 
no malpractice case has reached trial in the last 
fourteen years. In other counties the court 
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dockets are seldom ‘free of a malpractice case 
against some doctor . Certain counties are real- 
ly plague spots and in these counties this com- 
mittee has already spent more than the indi- 
vidual members will contribute to the Medico- 
Legal Fund in the next twenty-five years. 
While we do not care to publicly state which 
counties these are, the profession in these 
counties know, and we respectfully suggest to 
them the advisability of getting together and 
putting a stop to this menace in their own 
communities We cannot admit that there ex- 
ists any necessity for doctors to quarrel, and 
we do know that wherever general harmony 
prevails malpractice suits are rare. We would 
suggest to a few of these counties a program 
devoted to the discussion of malpractice suits, 
and the chairman of this committee would like 
nothing better than to visit a few of these 
county societies, on invitation, and devote an 
evening to discussion of this very important 
matter. 

In one respect only does this committee ad- 
mit its failure, viz.: a lessening of the num- 
ber of malpractice suits. There are, to be 
sure, other factors now operative besides the 
hungry lawyer and the jealous doctor. These 
factors are the unrest of the times, and the 
compensation act, which protects the employer 
against suit, but does not protect the attending 
physician. The scope of our work has always 
been much broader than that of the insurance 
company, for our position has always been that 
we were obligated to defend a member against 
any charge arising out of the practice of medi- 
cine. In accordance with this fact, we have 
this year agreed to defend one libel case and 
one case based on the alienation of affections. 
The libel case arose during the successful at- 
tempt of the Tuscola County Medical Society 
to expel a member proven guilty of framing 
up a malpractice suit; and on suggestion of 
the Councillor of this district the Council au- 
thorized sending our general attorney to the 
trial of this libel case, should it reach trial. 
The alienation case is a direct attack upon the 
professional and moral reputation of a well 
known physician, and is exactly the same kind 
of a charge which could be made with prob- 
ably just as much basis of truth against any 
practicing physician. On the approval of the 
president of the Michigan State Medical So- 
ciety, this committee has agreed to defend this 
case, should it ever reach trial, which is con- 
sidered doubtful. 

Our bank balance at the close of 1923 is 
$3,668.43, which, with our Sinking Fund, 
makes us strong enough financially to furnish 
a fighting defense in all cases reported to us. 

Respectfully submitted. 
Frank Burr Tibbals, 
E. C. Taylor, 
Frank B. Walker. 


JOUR M.S.M.S. 


Chairman Jackson referred these several 
reports to the Committees of the Council for 
consideration and report at the next session 
Jan. 17, 1924, at 9 a. m. 

DISCUSSION 

A general discussion was then engaged in 
in regard to organizational work and activity 
and was participated in by President Connor, 
Frank Kelly, President of the Wayne County 
Society ; Ex-Presidents Harison, Biddle, Saw- 
yer, Keifer, McLean, Hornbogen and Dodge. 
Speaker Moll, Doctors Stewart and Brook. 

Each Councillor present was called upon 
and reported upon the condition and activities 
of the societies in their district. Chairman 


Jackson spoke upon the duties of Councillors 
and also called attention to the work of the 
Joint Committee on Public Health Education, 
Hygeia, and Fellowship affiliation with the A. 
M. A. 


The first session was adjourned at 11:30 
wna SECOND SESSION 

The second session of the Council Meeting 
was called to order by Chairman Jackson, in 
the Statler Hotel, Detroit, at 9 a. m., January 
17, 1924, with the following present: Jack- 
son, Darling, Ricker, Corbus, Bruce, Burke, 
LeFevre, Greene, Clancy, Walker, Randall, 
Baird, President Connor, Secretary-Editor F. 
C. Warnshuis and Ex-President Dodge. 


REPORT OF FINANCE COMMITTEE 


Councillor LeFevre, Chairman of the Fi- 
nance Committee, submitted the following re- 
port: 

1. We have examined the reports of the 
Secretary-Editor, Treasurer and the Audi- 
tors’ report and in our judgment they are 
correct and represent the financial condition 
of the Society. 

2. We recommend that a budget system, 
as recommended by the Secretary, be adopted 
and instituted. 

3. In view of the necessary expenses of 
the Society, the need for the providing of 
medical clinics, the expenses of the annual 
meetings, committee expenses, etc., we recom- 
mend that an increase in dues be made in 
amount sufficient to the program of organiza- 
tional activity that is under consideration. 

C. D. Darling, 

G. L. LeFevre 

Greene, 
Finance Committtee. 

On motion of Councillor Clancy, supported 
by Councillor Baird, it was moved that the 
report of the Committee be adopted and that 
the Council recommend to the next session of 
the House of Delegates that the resolution 
now before the House of Delegates to increase 
the annual dues to $7.00 per year is endorsed 
and urged by the Council. Carried. 
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COUNTY SOCIETY WORK COMMITTEE 


Councillor C. C. Clancy, Chairman of the 
Committee on County Society Work, submitted 
the following report: 


1. It is recommended that the Council 
record its expression of approval and appre- 
ciation of the work of the Special Advisory 
Committee to the State Department of Health. 
That the committee be directed to continue its 
activity to bring about a greater degree of 
co-operation between the State Society and 
the State Department of Health. That the 
Council recommends that the Advisory Coun- 
cil, as suggested in the report of the Commit- 
tee to the House of Delegates, be not formu- 
lated in view of the fact that such an organ- 
ization is already in existence as represented 
by the Joint Committee on Public Health 
Education. 


2. The committee recommends that County 
Societies be aided in every possible way in 
promoting and holding group clinics and county 
meetings as frequently as possible for the 
benefit of our members, and it is urged that 
Councillors take such steps as necessary to in- 
spire the holding of post-graduate clinics. 


3. Your Committee recommends that the 
Council give freely of its aid to the Medico- 
Legal Committee and that the Councillors be 
urged to help and further the work of the 
committee in their districts. 


4. Your Committee recommends that the 
President of the Society be requested to ap- 
point a committee of five to outline and plan 
a method whereby the recommendation of the 
Secretary as to Regional Post-Graduate 
Clinics may be instituted. Such committee to 
report at the next annual meeting. 

5. Your Committee recommends _ that 
County Societies be urged to take an active 
part in the making of local health surveys 
and by their activity dominate this type of 
health work. 

6. Your Committee recommends that to 
induce a larger number of graduate physi- 
cians to serve in rural districts that the Deans 
of our Medical Colleges be urged to invite 
older practitioners to give addresses before 
their senior medical classes, setting forth the 
value and benefit to be derived from such 
rural practice where the doctor is dependent 
upon his ability and resources. That this 
responsibility is a splendid training and de- 
sirable rounding out of a medical education. 
We urge that the graduate physician be im- 
pressed with the need of the experience of a 
general practice before engaging in a specialty. 
We decry the presumption of young graduates 
to immediately limit their work without hav- 
ing had the experience of a general practice 
and warn the public of this dangerous ten- 
dency. The public must be served and the 
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would-be specialist needs a broad general 
training and experience as a safe foundation 
to future limitation of practice in the several 
medical specialties. 

C. C. Clancy, 

H. E. Randall, 

O. L. Ricker. 


This report was considered, paragraph by 
paragraph, and the following action taken: 

1. Clancy-Randall moved the adoption of 
paragraph one. Carried. 

2. Randall-Ricker moved the adoption of 
paragraph two. Carried. 

3. LeFevre-Bruce moved adoption of 
paragraph three. Carried. 

4. LeFevre-Ricker moved adoption of 
paragraph four. Carried. 

5. Bruce-LeFevre moved adoption of para- 
graph five. Carried. 

6. Baird-Ricker moved adoption of para- 
graph six. Carried. 

Councillors Clancy-Randall moved the adop- 
tion of the report as a whole. Carried. 


REPORT OF THE PUBLICATION COMMITTEE 


Councillor Corbus presented the following 
report of the Publication Committee: 

1. That the earnings of the Journal be 
expended for the purposes of issuing a larger 
Journal and that the Journal earnings be not 
used to defray the expenses of the Society. 

2. That each Councillor be requested to 
urge the appointment by County Societies of 
correspondents who shall supply the editor 
with news items and reports of society activity. 

3. That the Publication Committee be au- 
thorized to make available from one to four 
pages of reading space in each issue and that 
the State Department of Health be requested 
to utilize this space for dissemination of in- 
formation to the profession upon health mat- 
ters. The Publication Committee to exercise 
its right of censorship of copy submitted. 

The Committee recommends the adoption 
of these recommendations. 

B. R. Corbus, 
J. D. Bruce. 


On motion of Councillors Ricker and Burke 
the report of the Publication Committtee was 
adopted. 

On motion of Councillors Corbus and Clan- 
cy the issuance of a charter to the newly amal- 
gamated JIonia-Montcalm County Society was 


authorized and the society transferred to the 
Fifth district. 


ANNUAL MEETING 


On motion of Councillors LeFevre-Randall 
September was designated as the month for 
the holding of our next annual meeting. The 
chairman was authorized to designate the ex- 
act dates after conference with the officers of 
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the Macomb County Medical Society. 
ried. 


Car- 


SECRETARIES’ CONFERENCE 


Moved by Councillors Ricker and Burke 
that the chairman of the Council appoint a 
committee to arrange for the holding of a 
conference of County Secretaries in Kalama- 
zoo in April in conjunction with the meeting 
of the Joint Committee on Public Health Edu- 
cation. Carried. 


Moved by Councillors Greene and Corbus 
that the Council go on record as being heart- 
ily in sympathy with the work that is being 
done by the Joint Committee on Public Health 
Education and that the Councillors be advised 
to make every effort to obtain the co-operation 
and support of County Societies to assist the 
Joint Committee in furthering its plans. Car- 
ried. 


ELECTION 


Councillor Corbus placed F. C. Warnshuis 
of Grand Rapids, in nomination for re-election 
as Secretary-Editor for the ensuing year. 
Supported by Councillor Walker. 


Moved by Councillor Bruce, supported by 
several, that the nominations be closed and the 
Chairman instructed to cast the unanimous 
ballot of the Council for Dr. Warnshuis. Car- 
ried. The Chairman did so cast and declared 
the election of F. C. Warnshuis as Secretary- 
Editor for the ensuing year. 


Moved by Councillor Ricker, supported by 
Councillor Burke that the Secretary be in- 
structed to cast the unanimous ballot of the 
Council for D. Emmett Welsh as Treasurer 
for the ensuing year. Carried. The Secretary 
did so cast and the Chairman declared Dr. 
Welsh elected as Treasurer for the ensuing 
year. 


Moved by Councillor Bruce, supported by 
Councillor LeFevre, that the Honorarium of 
$100 be paid to the Treasurer. Carried. 


MEDICO-LEGAL COMMITTEE APPOINTMENTS 


President Connor announced that he had ap- 
pointed E. C. Taylor, Angus McLean and W. 
J. Stapelton to membership on the Medico- 
Legal Committee. The Chairman directed 
that the announcement of these appointments 
be entered upon the records of the Council. 


Moved by Councillor Randall and supported 
by Councillor Baird that the Secretary’s rec- 
ommendation in regard to legislative policies 
be called to the attention of the Committee on 
Revision of the Constitution and By-Laws 
with the recommendation of the Council that 
provision be made for a Legislative Council 
of five members who shall have a rotating 
tenure of office of five years. Carried. 


JOUR M.S.M.S. 


The Secretary stated that for a number of 
years neither the Secretary or the Treasurer 
had been under bond to the Society. He rec- 
ommended that as a matter of business that 
these bonds should be executed. (n motion 
of Councillor Randall, supported by Council- 
lor Corbus, the Secretary was directed to 
cause the.securance of such bonds. Carried. 


The Secretary directed attention to the fact 
that under the Compensation Act, the Society 
could be held liable for any accident that 
might occur to its employees. Upon motion 
of Councillor Randall, supported by Councillor 
Darling, the Secretary was instructed to se- 
cure compensation insurance to cover the em- 
ployees of the Society. Carried. 

On motion of Councillor Bruce, supported 
by Councillor LeFevre, the Secretary was au- 
thorized: to deputize the Treasurer to sign 


vouchers in the name of the Secretary. Car- 
ried. 


There being no other business, on motion of 
Councillor Greene, the Council adjourned at 
1:45 p. m. 


J. B. Jackson, 
Chairman. 


F. C. Warnshuis, 
Secretary. 





THE USE OF BENZYL BENZOATE IN THE 
TREATMENT OF ANGINA PECTORIS 


The first use of benzyl benzoate in Heberden’s 
angina is credited by Robert H. Babcock, Chicago 
(Journal A. M. A., Jan. 19, 1924), to Dr. Bayard 
Holmes, Jr., who stumbled on to its ability to relieve 
this formidable affection through prescribing it for 
renal colic. In 1919, since that time, Holmes and 
Babcock have prescribed the remedy in approximately 
20 instances ow hat seemed to be typical attacks of 
angina pectoris. In five of these cases decided relief 
of the pain followed the more or less continuous use 
of the drug. Prolonged use of this remedy over many 
months has not apparently been attended by un- 
pleasant or harmful effects, and only rarely has a 
patient complained of stomach disturbance. It is al- 
ways prescribed in milk or cream, and generally in 
30 drop doses four times daily. The remedy is not 
believed capable of correcting the pathologic condition 
responsible for the distress. It is strictly palliative 
and not curative. Nor is it believed that it will ward 
off the fatal catastrophe which terminates more or less 
suddenly practically all cases of organic or true 
angina or true angina pectoris. In some cases, very 
slight, if any, amelioration of pain has resulted, notably 
in a case of syphilitic aortitis with free regurgitation. 
In instances of hypertension, no invariable or sus- 
tained reduction of blood pressure has been observed. 
In no instance have harmful effects been detected. 
The remedy would appear to prove efficacious in cases 
in which vascular tension or spasm produces such a 
degree of intra-aortic pressure as to pinch the sensory 
nerve endings richly supplied to the aortic coats, in 
accordance with Allbutt’s explanation of organic 
angina pectoris. 
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Report Malpractice Threats Im- 
mediately to Doctor F. B. Tib- 
bals, 1212 Kresge Building, De- 
troit, Mich. 











Editorials 


HERNIA 








That a hernia should be repaired by closure 
is generally accepted. That all hernias should 
be operated upon, regardless, is a pernicious 
dictum. To assert that an operation for the 
cure of a hernia is a safe, simple, always effect- 
ive proceedure is to falsely state true exper- 
lences. 

Experienced surgeons, careful technic, and 
post-operation supervision does not assure one 
hundred per cent success. Evidence is at hand 
that in selected cases, operated on by skilled 
men, a failure of from 2 to 4 per cent will 
be encountered in a series of several hundred 
cases. The fact is that some other surgeon, not 
the man who performed the operation, sees 


- more of our failures and we of his; and so we 


are not always conversant with our failure 
percentage. 

The death rate following hernia operations 
varies from 0.5 to 0.9 per cent. The causes 
of death being mostly pulmonary complications, 
emboli or acute kidney disease. 

Not all cases of hernia should be operated. 
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The small direct hernia which rarely strangu- 
lates, rarely becomes very large and only in 
certain instances gives discomfort presents no 
pressing need for operation. The larger direct 
hernias, with obesity, small, flabid conjoined 
tendon, relaxed wall, will result in failure in 
about 20 per cent of cases. The same is true in 
certain oblique hernias. Be careful about prom- 
ising a result, especially if evidence points to 
poorly developed conjoined tendon. Success- 
ful repair of these types may be very difficult. 
A partial success is sometimes worse than the 
original condition. 

Syphilis, alcoholism, nephritis, heart lesions, 
respiratory lesions, diabetes, the very young 
and very aged, all present conditions that may 
bring about failures. Careful examination, 
careful weighing of existing symptoms must be 
given to them before a recommendation for 
operation is made. One dare not ignore these 
factors that frequently foster a failure. 

Lastly, do not always blame your failures to 
the breaking of a stitch, vomiting or post-oper- 
ative gas distention. Your failures are due 
chiefly to poorly selected cases whose muscles 
and tendons will not permit a firm, radical re- 
pair and to poor technic. The latter-is prevent- 
able. The former can be prevented if you 
exercise discriminating judgment. 





DIPHTHERIA 





In spite of our knowledge of diphtheria and 
our possession of a potent, practically specific 
antitoxin, the death rate from diphtheria is 
growing larger. Fatal results are ensuing that 
may and can be prevented. The present situa- 
tion demands that we as physicians must assume 
an aggressive attitude and undertake, by educa- 
tion of the people and by our plan of treatment 
to promptly bring about a betterment of present 
conditions and a decided lowering of the present 
death rate. 

The education of the public consists of again 
impressing them with the fact that neglect of 
any sore throat invites a fatality. That all 
children of school age should be given a Shick 
test and if positive, receive toxin-anti-toxin. 
Urge parents to have this preventive measure 
employed in their children. Induce editors, 
teachers and civic authorities to impart this 
information. So much for publicity and edu- 
cation. 

Now, what should be our plan of treatment. 
If blame rests upon doctors, it involves chiefly 
our method of treatment. Secondly, because 
we are careless or hurried and do not consider 
every acute throat a potential case of diphtheria. 

The \diagnosis is usually easy—though at 
times an atypical clinical picture will be en- 
countered. In general it may be stated that to 
wait for a clinching of the diagnosis by a re- 
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port of a positive culture is procrastination. We 
go so far as to say that if the clinical suspicion 
of diphtheria is established, do not wait for’ 
a culture but administer a full dose of anti- 
toxin. You do no harm and very often such 
prompt exhibition of anti-toxin turns a promis- 
ing severe case into a mild one. 

In the administration of anti-toxin there is 
but one rule as to dosage and that is large 
doses. In the light of clinical experience and 
scientific knowledge the following recommenda- 
tion of Dr. W. H. Park, of New York City is 
a safe, effective guide. 

LateMod. Severe 


Early or Early and 

Mild Mod. Severe Malign’t 

Infant 10-30 Ibs. 2,000 3,000 5,000 7,500 
under 2 years.......... to to to to 

3,000 5,000 10,000 10,000 

30-90 Ibs. 3,000 4,000 10,000 10,000 
under 15 years........ to - to to to 

4,000 10,000 15,000 20,000 

Adults 2.0000. 3,000 5,000 10,000 20,000 
to to to to 

4,000 10,000 20,000 50,000 
Intramuscular Intravenous 


One need not fear these doses—they are safe 
and effective, whereas smaller doses are of but 
minor value. Likewise it is well to remember 
that the intramuscular administration of anti- 
toxin does not produce its greatest effect until 
48 hours after injection, while when given 
intravenously immediate effect is obtained. 
Intravenous administration should be resorted 
to when on your first visit you encounter a 
severe or malignant infection. 

You, as a physician, will be blameless if you 
are alert and if you early exhibit full doses 
of anti-toxin in all suspicious sore throats. 





STATE MILITARY COMMITTEE 





The following letter is self explanatory: 


November 19, 1923. 
The Secretary, 
Medical Society, State of Michigan, 
Grand Rapids, Michigan. 
My Dear Doctor: 

In order to properly meet the responsibilities of 
the medical profession of America in the program 
for national defense it is necessary to accomplish 
the enrollment of all eligible men of the profession 
in the Medical Section of the Officers’ Reserve 
Corps. 

I am sure it is obvious to you and the members 
of the Society of which you are a member that the 
organization of an adequate medical reserve con- 
templates and requires the support and encourage- 
ment of all members of the profession. 

The advantage of enrollment and classification in 
time of peace of the body of the profession are con- 
spicuous and include an avoidance of a repetition of 
the majority of the mequalities and defects which 
developed as a result of our state of unpreparedness 
for the World War. 
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It is the desire of the War Department to or- 
ganize and develop the Reserve Corps so as to pro- 
vide recognition by promotion in grade and assign- 
ment to function in organizations in time of peace 
which will entail the minimum imposition of hard- 
ships on men called to active duty in emergency and 
will insure military efficiency. 

In order that a better understanding of Reserve 
Corps affairs may be developed in medical societies 
it is proposed that a military committee be appointed 
in each Society. 

The purpose of this committee will be: 

(a) To establish and maintain contact with the 
War Department through the Surgeon General. 

(b) To promote the organization of the Reserve 
Corps by procurement of enrollments therein. _. 

(c) To receive information from the War Depart- 
ment in connection with the Reserve Corps and to 
convey the same to the Society. 

(d) To convey the recommendations of the Society 
for the improvement of the organization and train- 
ing of Reserve Officers. 

In brief to establish an agency for the develop- 
ment of a more intimate association between the 
members of the profession and the War Department. 

The organization of the Medical Sections of the 
Reserve Corps is an outstanding obligation of my 
office and sincere proper organization of the medi- 
cal men of the country for its defense program is a 
problem which concerns and I am sure interests 
each member of your Society. I am asking a con- 
tinuance of your support and suggest if appropriate 
that the proposed liaison be effected. 

It is requested that this matter be brought to the 
attention of your Society and if it is considered 
appropriate to organize a military committee that 
this be done and the names of the committee be 
furnished me. 

Very truly yours, 
M. W. Ireland, 
Surgeon General. 


In compliance with the above, President 
Connor has appointed the following committee: 

Angus McLean, Detroit, Chairman. 

Ray Connor, Detroit. 

P. M. Hickey, Ann Arbor. 

H. M. Malejan, Detroit. 

F. C. Warnshuis, Grand Rapids. 

The Surgeon-General was so advised and 
the following reply received: 


November 30, 1923., 
Lt. Col. Frederick C. Warnshuis, Med-ORC, 
Secretary-Editor, Michigan State Medical Society, 
Powers Theatre Building, 
Grand Rapids, Michigan. 
My Dear Colonel Warnshuis: 


I am directed by the Surgeon General to acknowl- 
edge receipt of your communication of November 
26th announcing the appointment of a Military Com- 
mittee of the Michigan State Medical Society. 

The Surgeon General desires that I express to 
you his appreciation of your prompt action in this 
matter. It is not the intention of the office to im- 
pose any involuntary irksome task on the members 
of the committee but will endeavor to convey in- 
formation to your Society through the committee, 
of progress made in the organization of the Medical 
Section of the Officers’ Reserve Corps. It is hoped 
that the committee may find it possible to promote 
the organization of the Reserve by stimulating 
former officers and recent graduates to secure appoint- 
ment in the Reserve Corps. 
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The Surgeon General feels that perfection in peace 
time organization of the Medical Sections cannot 
be attained without the full support of the entire 
medical profession. It is obvious to you that a 
proper and complete organization cannot be per- 
petuated without the interest and support of mem- 
bers of the profession as soon as they become eligible 
by graduation in medicine. The Surgeon General 
desires that I emphasize the fact that enrollment in 
the Reserve makes possible classification according 
to specialty and assignment to unit in accordance 
with that knowledge. If this can be done in time 
of peace, very considerable progress will be made 
towards the development of adequate organization. 
It is not intended to impose involuntary training in 
time of peace or any irksome task on members of 
the profession appointed in the Medical Sections. 

For your information, I am inclosing monographs 
on the Reserve Corps. Should your Committee find 
it appropriate to procure appointment in the Re- 
serve Corps, we shall be glad to furnish you appli- 
cation blanks and instructions as to the procedure 
in applying for appointment. 

It is hoped that your Society will call upon this 
office for any information necessary to promote 
the operation of the Reserve Corps. We shall com- 
municate to you from time to time such informa- 
tion as may be of value to the members of your 
Society. 

Very truly yours, 
G. I. Jones, 


Major, Medical Corps. 





MID-WINTER MEETING OF THE 
COUNCIL 





The report of the mid-winter meeting of 
the Council will be found in this issue. In- 
corporated in these minutes there will be found 
the annual reports of the Secretary-Editor, 
Treasurer and Chairman of the Medico-Legal 
Committee. In addition, there is imparted the 
action taken by the Council in regard to the 
organizational problems and administration of 
our Society. 

It is urged that every member read these 
reports and minutes. Further, it would be 
extremely desirable and valuable if the Presi- 
dent or Secretary of the County Societies 
would cause these reports and the action taken 
to be read at the very next meeting of your 
County Society. It is the desire of each Coun- 
cillor that this organizational information be 
imparted to every member. 

Our members are urged to become intimate- 
ly conversant with the affairs of their organ- 
ization and to understand the details of ad- 
ministrative activities. 

It may be safely asserted that this two-day 
session of the Council witnessed a wholesome 
contribution of Councillor thought and de- 
cision that was imbued with but one thought, 
and which sought to attain but one end—the 
welfare and best interests of our Society. 
Each member of the Council exhibited an 
eager desire to familiarize himself with his 
duties and to acquit himself of the responsi- 
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bility that rests upon him. This is further ap- 
parent when one reviews the different actions 
that were taken. 

It cannot be said that the Council and the 
officers are not alert to the welfare of the or- 
ganization. It is true, however, that a goodly 
proportion of our members know very little 
regarding Society problems, or the difficulties 
encountered in the work that is being done. 
They are urged to acquire a clearer insight 
and to study these reports and then to sub- 
scribe their active, intelligent support. Read 
these minutes now. 

In subsequent issues we will impart further 
and more extended comments upon the official 
proceedings. Let it suffice for the present that 
the important and paramount object is to 
familiarize yourself with these reports. 





Editorial Comments 


While the minutes of the mid-winter meeting of the 
Council reveal the official action taken, it must not 
be presumed that the conclusions reached were at- 
tained automatically. The Council devoted much 
thought and discussion to each subject. Opinions 
were freely expressed and the welfare of the Society 


-and its composite membership was always of first 


consideration together with the interests and needs 
of the public. The Councillors were fully alive to 
their responsibilities and gave repeated demonstrations 
of their zeal and earnestness. They likewise ex- 
pressed their intentions of subscribing their personal 
efforts toward attaining the ends that are being sought. 
Political expediency received no consideration. 


It now remains for our County Societies and in- 
dividual members to support and aid the Council and 
the Officers of the Society to attain the objects sought 
and to successfully carry out the plans that were 
approved. As an individual member, we urge that 
you contribute a goodly amount of effort, time and 
interest to aid in the work. The Council, the Presi- 
dent and your Officers cannot carry on alone and se- 
cure the results that are desired. You must aid and 
aid constantly. Please do not shirk your duty. Read 
these reports and minutes and having become familiar 
with the work, intelligently lend your assistance and 
support. Hold-backs are out of style. 


The Joint Committee on Public Health Education 
held a meeting in Detroit on January 16 which was 
attended by the members of the Council. You should 
be familiar with the work of this committee and you 
should join with the Officers of your County Society 
and cause several of the public meetings to be held 
during the coming months in your community. If 
this is done you will personally profit and find heartier 
support being subscribed to your professional work 
by the people amongst whom you live. One must 
indeed be stupid and of narrow vision if he does not 
perceive the immense value of the Public Health Edu- 
cation Movement that is being developed by this 
committee. Join with your Councillor in putting 
across this work and in interesting the public in your 
district. 


It was a happy idea that inspired President Connor 
to invite the Ex-Presidents of the Society to join 
him and be present at the dinner given to the Council. 
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The informal talks and timely recommendations made 
by these Ex-Presidents were appreciated by the 
members of the Council. 


Discussion of a paper is not an opportunity for the 
uttering of idle platitudes or the proffering of bouquets. 
Discussions are not to be construed as personal at- 
tacks upon the author. Discussions are not be used 
to reflect personal enmity or petty bickerings. Dis- 
cussions are solely for the purpose of revealing per- 
sonal, clinical experiences and observations and to 
give emphasis to pertinent points of the paper. Differ- 
ent view points and opinions do not imply attack or 
enmity. We are induced to impart these reflections 
because of a seeming tendency of discussants to fail to 
put some real “pep” in their remarks and because 
those holding opposite opinions draw in unto them- 
selves and remain silent. Please start some real dis- 
cussions at your next meeting. 


By action of the Board of Trustees of the A. M. A., 
the annual Fellowship and Subscription rates have 
been reduced to $5.00. If you permitted January to 
pass without your making application for Fellowship 
affiliation, do not permit February to pass before 
sending in your application. The A. M. A. merits 
your support and you need the Journal of the A. M. 
A.—so send in your application. 


A fine automobile, elaborate waiting rooms, specially 
equipped examining and consultation rooms, a full 
assortment of instruments and diagnostic parapher- 
nalia do not always indicate a capable, efficient, well 
trained doctor. After all is said, it is the man himself 
and not his purchased outfit that determines the success- 
ful, reliable doctor. To become a “man yourself” 
means work, study, conscientious application and 
attendance as well as participation in the activities of 
your County Medical Society. Your ability lies in 
you and not in your equipment—they are but a means. 


From the first physician down, individuals and 
groups have sought to put the medical profession on 
the shelf. They haven’t succeeded and never will 
succeed. At times they may get one foot on the 
arena stage but they are never destined to reach the 
center or star position. All you have to do, Doctor, 
is to render conscientious, efficient service. 


Someone has well said that what we need today 
are more sweat glands and less monkey glands. And 
we add—the sweat glands should not be ornamental 
but active and fully functionating. 


The following, extracted from the Ohio State 
Journal, reflects a viewpoint accepted and respected 
by well thinking physicians and health officials. How 
much more commendable than that of the official who 
asserts: “I’ll have all you doctors working for the 
state, city or county before I get through with my 
political plans and schemes.” 

“The importance of health officials securing the 
co-operation of the physicians in any public health 
program has been emphasized numerous times in 
recent years. 

“This same subject came up at every session of 
the Ohio health commissioners during the fourth 
annual meeting, recently held in Columbus. It was 
emphasized by speakers from within and without 
the state. Each insisted that public health officials 
must secure the private practitioner’s co-operation. 

“Quite naturally in the promotion of public health 
the physician and the public health official must 
understand each other and assist each other in bring- 
ing about the desired results. 
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“Special functions and fields of activities differ 
for the public health official and the private prac- 
titioner, yet their objects and aims are largely the 
same. Each is pledged and duty bound to promote 
positive health for all members of society and to re- 
lieve the more unfortunate persons of disease and 
suffering. The health official is chiefly concerned 
with community sanitation and hygiene measures with 
a view of the gradual elimination of disease and sick- 
ness; the physician is interested in and assists in the 
community work and at the same time is chiefly con- 
cerned with the individual needs of patients. The 
physician’s main preventive work comes through cor- 
rective measures for private patients; the public health 
official, in community sanitation and hygiene. 


“When a health commissioner drops the general 
work for care and treatment of specific cases, then 
he has departed from the public health fields and 
invaded the field of the private practitioner. This 
sort of thing is ‘frowned upon with severity’ by the 
director of the Ohio state department of health. No 
health commissioner should administer treatment where 
physicians are available, the director holds, and right- 
fully. 

“Medical services, hired by and paid for from 
government sources, and handed to folks will always 
be found both inadequate and unsatisfactory. Free 
treatment by health commissioners is a direct en- 
croachment upon the field of communism and socialism. 


“The ideal, some leaders believe, toward which 
health officials must work in bringing about an act- 
ive and sympathetic co-operation with the medical 
profession is that moral aspect which makes it pos- 
sible for health officers to think chiefly of their obli- 
gations, duties, limitations and responsibilities, and to 
consider the rights of others. Such a policy is bound 
to secure the respect, sympathy and eventually the 
active co-operation of the community practitioners.” 


The first annual report of the bureau in charge of 
administering the Sheppard-Towner Maternity act is 
being distributed. Vermont, Massachusetts, Rhode 
Island, Maine, Louisiana, Illinois, Kansas and Con- 
necticut have not accepted the law. After summar- 
izing as follows the Editor of the Ohio State Journal 
injects a pertinent query in this clipping: 

“The first annual report of the federal government 
bureau in charge of administering the Sheppard- 
Towner Maternity and Infancy act is out. 

“Advance notices of this report state that it is the 
‘first official report of activities under this act, through 
which congress is permitted to appropriate $1,240,000 
annually.’ 

“These states are listed as not participating: Ver- 
mont, Massachusetts, Rhode Island, Maine, Louisiana, 
Illinois, Kansas and Connecticut. 

“Extension of the ‘benefits of the act’ are recom- 
mended in the report for Alaska, Hawaii, Porto Rico 
and the Philippines. 

“During the year a habit-clinic was held at Boston; 
a survey of nutrition work in nine eastern cities con- 
ducted; an investigation of children’s diets made in 
District of. Columbia; investigation of rural child 
labor and its relation to school attendance made in 
12 states; investigation of children in street trades 
made in three cities; and here is the big thing of the 
report: 821,735 pieces of literature distributed and 


98,533 letters received and answered. 

“Habit-clinics, rural child labor, school attendance 
and nutrition work in school may have a relationship 
to maternity and infancy work, but it would seem 
that if Sheppard-Towner must impose its federal will 
upon American folks, there are more fundamentals 
essential to caring for mothers and infants than social 
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studies of children after they have left the infant 
stage. 

“There is an old wheeze that there are organiza- 
tions that set up programs—elaborate things— upon 
which the budget is raised. The coming year is then 
spent in altering the elaborate program to raise more 
money to create a more elaborate program so that 
more money might be raised. We wonder?” 


Lest you forget; pay your annual dues to your 
local secretary. We are particularly interested in 
securing prompt payment this year. Our paid member- 
ship on April 1 will determine the number of A. M. 
A. delegates from Michigan in the re-allotment that is 
to be made in April. Do not permit your neglect: to 
pay your dues deprive Michigan of its present number 
of delegates. 





Correspondence 


Editor of the Journal of the Michigan State Medical 


Society : 
ANNOUNCEMENT 


The Eighth Annual Clinical Session of The Amer- 
ican Congress on Internal Medicine will be held 
in the Ampitheatres, Wards and Laboratories of the 
various institutions concerned with medical teaching, 
ig Louis, Mo., beginning Monday, February 18, 
924. 

Practitioners and laboratory workers interested in 
the progress of scientific, clinical and research medi- 
cine are invited to take advantage of the opportunities 
afforded by this session. 

Address enquiries to the Secretary-General. _ 

Elsworth S. Smith, President, 
St. Louis, Mo. 
Frank Smithies, Secretary-General, 
1002 N. Dearborn Street, 
Chicago, II. 





Editor of the Journal of the Michigan State Medical 

Society : 

As you know, the next meeting of the American 
Congress on Internal Medicine and the American 
College of Physicians will be held in St. Louis, on 
February 18 to 24, 1924 inclusive: 

The profession of St. Louis are very proud of the 
fact that one of our members, Dr. Elsworth S. Smith, 
was elected President of the American Congress of 
Internal Medicine at the last meeting in Philadelphia. 
For this and other reasons the profession of St. 
Louis is very anxious to have one of the very best 
meetings held by the Congress within recent years. 
Dr. Smith has perfected the organization of his com- 
mittees and we are, at the present time, working very 
diligently, arranging for hotel accommodations, head- 
quarters, transportation facilities, and for the clinical 
and scientific programs. 

I wonder if you would be kind enough to have a 
news article in the next issue of your Journal relative 
to this meeting? I assure you that this publicity, which 
I feel you will be able to give us, will be greatly 
appreciated by the St. Louis profession. 

1. The next annual meeting of the American Con- 
gress of Internal Medicine and the College of Physi- 
cians will be in St. Louis, February 18 to 24, 1924. 
_2. The President of the Congress, Dr. Elsworth S. 
Smith, has perfected his various committees so that 
now all committees are working diligently to arrange 
proper hotel accommodations, headquarters, transporta- 
tion facilities, scientific programs, and clinical ses- 
sions at the various hospitals. 

3. The management of the various hospitals and 
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the clinicians of St. Louis are lending themselves 
very freely for the perfection of the clinical sessions 
to be held in the hospitals, and for the general enter- 
tainment of our visitors. 

4. That the Hotel Chase, one of the newest, largest 
and best equipped hotels of the city, has been selected 
as headquarters for the Congress and to date several 
hundred reservations have been made. 

5. That the Committee on Hotels announces that 
all of the hotels of St. Louis are more than anxious 
to do everything possible to see that our visitors are 
cared for conveniently and economically. 

6. That physicians who desire hotel reservations or 
any other information regarding the meeting can 
receive such assistance and information desired by 
addressing their requests to the President, Dr. Els- 
worth S. Smith, Humboldt Building, St. Louis, Mo. 

I will be greatly obliged if you will let me know 
whether you find it convenient to assist us in this 
publicity and, if so, write the article in your own 
way, covering as fully as possible the points de- 
lineated above. 


Assuring you that the profession of St. Louis will 
greatly appreciate any assistance that you can give 
us, and of our very highest personal esteem, I am, 


Most sincerely yours, 
J. Curtis Lyter. 


State News Notes 


COLLECTIONS 


Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 








For Sale—Wall plate, surgical instruments, Har- 
vard chair, dressing table, solution table, mailing 
cases, microscope and drugs of the late L. P. 
Parkhurst, M. D. Mrs. L. P. Parkhurst, 246 La 
Grave Avenue, Grand Rapids, Michigan. 





FOR SALE 


Eye, ear, nose and throat office equipment and 
well established practice. A splendid opportunity. 
902 Stroh Bldg., Detroit. Dr. James M. Cooper, 


- deceased. Call Main 3881. 





Owing to illness in physician’s family one of the 
finest general practices in Detroit will be sold. Cash 
income exceeds $20,000 yearly. Location ideal. Equip- 
ment and furnishings the best. Competition negligible. 
Sale price at equipment invoice only is $5,000. In- 
cluded are all home furnishings in situ., valuable 
appointments and a thorough introduction. Packard 
coupe optional. Lady office assistant knows entire 
clientele and will remain if desired. 

Fees are excellent. No night calls and no confine- 
ments except at hospital. Surgical field unlimited. 
Ideal place for country physician of personality and 
ability who wants a wider field. 

This is a real opportunity. No answer desired unless 
you are a successful physician, can come and investi- 
gate and have the money . 

Possession given anytime between May Ist and 
July 1st. C/O Journal. 





Dr. J. D. Brook, Grandville, has been re-appointed 
to membership on the State Board of Registration in 
Medicine. 
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Dr. H. M. Joy of Calumet has been appointed on 
the State Board of Registration in Medicine. 


The 1924 annual meeting of the American Medical 
Association will be held in Chicago the week of 
June 9. We suggest you write early for hotel 
reservations. All the meetings will be held on the 
Municipal Pier. 


Dr. C. D. Camp, Ann Arbor, addressed the Kent 
County Medical Society on January 9. His subject 
was Reflexes. 


Our State Committee on Tuberculosis, of which 
Dr. W. H. Marshall of Flint is chairman, will hold 
a committee meeting in Northville on April 9 at the 
time of the meeting of the Michigan Trudeau Society. 


The Council of the Wayne County Medical Society 
has appointed Dr. E. G. Martin as Detroit correspond- 
ent for the Journal. We look forward to receiving a 


9 


com- 


goodly amount of live news items and “peppy 
ments. 





Dr. A. W. Hornbogen of Marquette has been ap- 
pointed a member of the State Board of Registration 
in Medicine by the Governor. He succeeds Dr. D. 
A. Cameron of Alpena. 


Dr. and Mrs. A. L. Seeley are spending the re- 
mainder of the winter in the south. 


Dr. D. Emmett Welsh, departed January 17 for 
an eight week trip through the south and through 
Cuba. 


Dr. R. R. Smith of Grand Rapids has gone on 
a three months trip to New Zealand and Australia. 


Dr. Gordon W. Heyd, Professor of Surgery, New 
York Post-Graduate School, on January 28 and 29 
delivered the Beaumont Lectures before the Wayne 
County Medical Society. His subject was “Physio- 
logical, Pathological and Clinical Problems of the 
Liver.” 





Cancer week will be observed in Detroit this year 
as follows: 

February 16, Dr. A. J. Ochsner will come to Detroit 
for a clinic in the morning, a lay address in the after- 
noon and an address to the Wayne County Medical 
Society in the evening. 

The clinic on cancer will be held at Harper Hospital 
at 10:00 a. m., Saturday, February 16. Sunday will 
be devoted to announcements from the pulpit. 

Monday, Tuesday, Wednesday and Thursday the 
newspapers will carry informative articles on cancer. 
The free cancer diagnosis clinics will be held at all 
Detroit Hospitals, as last year, on Tuesday, Wednes- 
day and Thursday of the week. Activities will thus 
extend from Saturday February 16 to and including 
Thursday February 21. 

Physicians residing within a radius of Detroit are 
cordially invited to come to Detroit on Saturday, 
February 16 for Dr. Ochsner’s clinic and address. 


The annual meeting of the Board of Trustees of 
the A. M. A. will be held in Chicago on February 1. 


We are informed that Dr. Bliss of Kalamazoo has 
taken up a permanent residence in California. 


Dr. Abrams, of “Electrionic” pseudo-fame died of 
pneumonia on January 13. It will not be long ere 
his “machine” also passes into oblivion. 
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Dr. C. C. Slemons, Grand Rapids, was elected 
president of the Saladin Temple Shrine Patrol. 


Dr. W. J. Mayo has created a $2,000 Lecture Fund 
for the Medical Department of the University of 
Michigan. The purpose being to defray the expenses 
of securing prominent surgeons to deliver a series of 
lectures each year before the student body of the 
medical department. 


Genesee County Medical Society met for noon 
luncheon at Hotel Dresden, January 9, 1924. Dr. Max 
Ballin, Detroit, Michigan gave a very interesting and 
instructive paper on “Cerebral and Spinal Surgery.” 
Particular reference was made to tumors in those 
regions. 


Dr. J. Curtain, U. of M., 1922, is now associated 
with the Health Department, Flint, Michigan. 


Dr. G. W. Trumble, formerly of Bay City, Michi- 
gan, has opened offices in the new Industrial Bank 
building, Flint, Michigan. Practice limited to Urology. 


Dr. J. Nagle, U. of M., 1922, is now associated with 
the Health Department, Flint, Michigan. 


Dr. E. D. Rice, Evart, Michigan, formerly of Flint, 
has returned and is occupying offices at 609-610 
Genesee Bank building, Flint, Michigan. 


Dr. D. Brazie, formerly of the Health Department, 
Flint, Michigan has entered general practice with 
offices in the new Industrial Bank building. 


Dr. Jefferson, formerly of Clintonville, Wisconsin, 
has located in Flint, Michigan, with offices at 816 
Genesee Bank building. 


Deaths 


The death of Dr. James Purdon of Edmore has 
been reported. The Doctor was born in 1870 and 
was a graduate of Jefferson Medical College. 











County Society News 


CALHOUN COUNTY 


The Forty-seventh annual meeting of the Calhoun 
County Medical Society was called to order by Presi- 
dent Zelinsky in the Bridge Room, Post Tavern, Tues- 
day, December 4, 1923, at 5:05 p. m. 

Dr. Wilfred Haughey moved that the minutes of 
the last meeting be approved as printed in the Bulletin. 
Seconded by Dr. Stone and carried. 

Dr. Wilfrid Haughey moved that the report of the 
Secretary and Treasurer be accepted as printed in the 
Bulletin. Seconded by Dr. Winslow and carried. 

Nominations were then called for the office of 
president, and Dr. Kingsley placed in nomination the 
name of Dr. George A. Haynes, of Homer. There 
being no further nominations, Dr. Kingsley moved 
that the nominations be closed, the rules be suspended 
and the secretary cast the unanimous ballot of the 
Society for Dr. Haynes for president. Supported by 
Dr. Stone and carried unanimously. The secretary 
cast 18 ballots and Dr. Haynes was declared elected 
president. 

Nominations were called for the office of vice- 
president. Dr. R. D. Sleight nominated Dr. A. F. 
Kingsley. There being no further nominations, Dr. 
Wilfrid Haughey moved the nominations be closed, 
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the rules suspended and that the Secretary cast the 
unanimous ballot of the Society for Dr. Kingsley for 
vice-president. Supported by Dr. W. H. Haughey 
and carried unanimously. The secretary cast 18 ballots 


and Dr. A. F. Kingsley was declared elected vice- 
president. 


Nominations were called for the office of secretary- 
treasurer. Dr. R. C. Stone nominated Dr. T. L. Squier. 
There were no further nominations. Dr. Kingsley 
moved that the rules be suspended and that the presi- 
dent cast the unanimous ballot of the Society for 
Dr. Squier for secretary-treasurer. Supported and 
carried unanimously. The president cast 18 ballots 
and declared Dr. Squier elected secretary-treasurer. 


Nominations were now in order for delegate to the 
State Society. Dr. R. D. Sleight nominated Dr. C. 
S. Gorsline. ‘Dr. R. C. Stone norninated Dr. George 
C. Hafford. Dr. Wilfrid Haughey moved that the 
nominations be closed, the rules be suspended and the 
secretary cast the unanimous vote of the Society for 
Doctors Gorsline and Hafford. Supported by Dr. 
Winslow and carried. The secretary cast 18 ballots 
for Doctors Gorsline and Hafford who were declared 
elected delegates to the State Medical Society. 


Dr. Gorsline suggested that the alternate delegates 
be made delegates at large so that in case of vacancy 
either alternate could serve. Dr. R. D. Sleight moved 
the nomination of Dr. W. L. Godfrey as alternate 
delegate. Seconded by Dr. Kingsley. Dr. Wilfrid 
Haughey nominated Dr. Parmeter for alternate dele- 
gate. Seconded by Dr. Gorsline. Dr. Kingsley moved 
that the rules be suspended and the secretary cast the 
unanimous ballot of the Society for Doctors Godfrey 
and Parmeter. Seconded and carried unanimously. 
The secretary cast 18 ballots for Doctors Godfrey and 
Parmeter who were declared elected alternate delegates 
for the State Medical Society. 


The secretary read the following bills: Phoenix 
Printing Co.,‘ Bulletin, $12.00; Cole’s Greenhouse, 
flowers, Dr. Pearce, $5.00; Dr. Squier, mailing Bul- 
letin, $1.36. The bills having been O. K.’d by the 
Board of Directors, Dr. Wilfrid Haughey moved that 


the bills be paid. Seconded by Dr. Winslow and 
carried. 


Applications for membership were read the second 
time from Dr. W. E. Doran of Colon, and Dr. P. B. 
Keeler of Albion. Dr. W. H. Haughey requested that 


the applications be referred to the Board of Directors 
for action. 


Dr. Kingsley moved that we proceed to election to 
fill the vacancy in the Board of Directors, caused by 
the death of Dr. W. S. Shipp. Supported by Dr. W. 
H. Haughey and carried. Dr. C. S. Gorsline nomin- 
ated Dr. G. B. Gessner. Supported by Dr. S. K. 
Church. Dr. Haughey moved that the rules be sus- 
pended and the secretary be instructed to cast the 
unanimous ballot of the Society for Dr. Gesner. The 
secretary cast 18 ballots and Dr. Gesner was declared 
elected to the Board of Directors to fill Dr. Shipp’s 
unexpired term. 


The applications of Doctors Doran and Keeler 
having been approved by the Board of Directors, Dr. 
W. H. Haughey moved that the rules be suspended 
and that the secretary be instructed to cast the unani- 
mous ballot of the Society for Doctors Doran and 
Keeler. The secretary cast 18 votes and ‘Doctors 
Doran and Keeler were declared elected members of 
the Society. 

There being no further new business to come before 
the Society, the new officers were installed, and the 
Society adjourned to the Post Tavern dining-room 
wnere the members were joined by their ladies at a 
banquet. The address of the evening was given by 


COUNTY SOCIETY NEWS . 87 


Joseph L. Hooper, who gave a very interesting address 
on “The Doctor and the Lawyer.” 
The meeting adjourned. 





ST. JOSEPH COUNTY 


At the last meeting of the St. Joseph County Medi- 
cal Society the following officers were elected: 
President, Dr. L. K. Slote, Constantine, Mich. ; 
Secretary, Dr. Ray Dean, Three Rivers, Mich. 
Ray Dean, Secretary. . 





IONIA-MONTCALM COUNTY 


The Ionia-Montcalm Medical Society met Thurs- 
day, December 13, 1923, at the Winter Inn Hotel, 
Greenville, Mich. Seventeen members were present 
to enjoy the excellent goose and turkey dinner served 
by the landlord Welch. 

The business meeting was called to order by the 
president, Dr. Robert Haskell. The result of the 
election of officers for 1924 was as follows: 

President, Dr. A. J. Bower, Greenville; Vice-Presi- 
dent. Dr. Fay M. Marsh, Ionia; Secretary-Treasurer, 
Dr. F. A. Johnson, Greenville; Medico-Legal Officer, 
Dr. John J. McCann, Ionia; Director, Dr. Robert 
Haskell, Ionia; Delegate State Society, Dr. Jos. F. 
Pinkham, Belding; Alternate, Dr. E. R. Swift, Lake- 
view. 

The address of the retiring president, Dr. Robert 
Haskell will be printed in the State Journal. 

It was unanimously voted that a demit from the 
Ionia-Montcalf Medical Society be granted, Dr. J. 
W. Hansen, of Menominee, Mich. 

Motion made to accept the report of treasurer as 
read. 

It was unanimously voted to admit Dr. Hollard, 
Belding, Mich., to membership in the Society. 

Motion made by Dr. E. R. Swift, seconded by Dr. 
George A. Stanton that the chair appoint a committee 
of one to make a reply to the unfair and slanderous 
articles printed in the Belding Banner attacking the 
medical profession. Carried. 

Preceding the evening program the Society was 
given some timely advice and council in a pointed 
talk on “Organization,” by Dr. Burton Corbus and 
Dr. Frederick Warnshuis, speakers of the evening. 

The president introduced the first speaker of the 
evening, Dr. Burton Corbus, Grand Rapids, Mich., who 
gave a most instructive talk on “Insulin,” which was 
listened to with profound attention. Dr. Corbus was 
asked a multitude of questions in the course of the 
general discussion and the doctor convinced the Society 
by his general reply to them all that he had the 
patience of Job and was a real philanthropist when 
it came to imparting his knowledge to the members 
of his profession. 


Dr. Hill, of Grand Rapids explained the laboratory 
technic of the blood-sugar estimation and the tests for 
acetine and diacetic acid. 


Dr. Coon, Grand Rapids, gave a short talk on the 
bed-side observation of some cases in hospital under 
treatment for diabetes with insulin. 


The next address of the evening was given by Dr. 
Frederick Warnshuis, Grand Rapids, “Our Present 
Attitude to Gall Bladder Diseases.” Dr. Warnshuis 
gave a forceful address which was splendid, complete 
and concise, driving home the essential factors in the 
present day treatment of Gall Bladder Diseases. This 
paper was freely discussed by several members present. 

Dr. Robert Haskell was extended a vote of thanks 
for his interest and efficiency in directing the organ- 
ization of the new Society and making it a success. 


F. A. Johnson, Secretary. 
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SANILAC. COUNTY 


Officers for the Sanilac County Medical Society 
for 1924 are: 


President, C. G. Robinson, M. D., Sandusky, Mich. ; 
Vice-President, D. D. McNaughton, Argile, Mich.; 
Secretary-Treasurer, H. H. Learmont, Croswell, 
Mich. ; Med. Legal, D. D. McNaughton, Argile, Mich. ; 
Delegate, G. S. Tweedie, Sandusky, Mich.; Alternate, 
John Campbell, Brown City, Mich. 

Yours truly, 
H. H. Learmont. 





ST. CLAIR COUNTY 


The annual meeting of the St. Clair County Medi- 
cal Society was held at the Hotel Harrington on 
Thursday evening, December 27, at which a large 
number of members were present. 

The following officers for the year 1924 were 
elected : 

President, Dr. Robert C. Fraser; Vice President, 
Dr. W. W. Ryerson; Secretary-Treasurer, Dr. 
Howard O. Brush. Dr. A. J. McKenzie was appointed 
delegate to the next state medical meeting, and Dr. 
T. A. Heavenrich as alternate. 


Howard O. Brush, Secretary. 





CLINTON COUNTY 


The Clinton County Medical Society has elected 
and installed the following officers for the year 1924: 

President, Don H. Silsby, St. Johns, Mich.; Vice- 
President, W. M. Taylor, Ovid, Mich.; Secretary- 
Treasurer, H. D. Squair, St. Johns, Mich. 

Delegate and Alternate to the State Convention to 
be appointed later by the president. 


Respectfully yours, 
H. D. Squair, Secretary-Treasurer. 





HILLSDALE COUNTY 


The annual meeting of the Hillsdale County Medi- 
cal Society was held in the supervisor’s room at the 
Court House, Hillsdale, on Tuesday, Jan. 15,1924, at 
7:30 p. m., the President Dr. C. T. Bower in the 
chair. 


After the reading of the minutes, the president 
gave the annual address, his subject being: “En- 
docrinology.” 


Dr. Bower brought out a large amount of recent 
information on the action of the various preparations 
of the endocrine or ductless glands in the treatment, 
or rather prevention, of wound infection, tuberculosis 
and some of the skin diseases hitherto considered 
incurable, as psoriasis. Also the wonderful advance 
in the treatment of diabetes by insulin. He called 
attention to the imensity o fthe subject, the vast 
amount of work yet to be done in the field and the 
necessity for all physicians to keep up with the work 
as it comes before us. 

As neither of the gentlemen named as discussants 
were present, only a general discussion of the prom- 
inent points in the address was possible. 

Dr. Walter H. Sawyer then addressed the Society 
on “The Nursing Problem.” 


Dr. Sawyer very ably brought out the difficulties 
of the present situation; from the standpoint of the 
physician and surgeon, the nursing profession and 
the public. He pointed out that at least two or three 
different kinds of nurses with distinct functions and 
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training and the especial need of a greater number 
of practical nurses, willing and competent to care 
for the more common cases of illness, as distinct from 
the surgical cases, at a price within the reach of the 
average family. He also spoke of the apparent re- 
luctance among young women to take up this kind 
of work and pointed out some of its evils and causes. 
He suggested the necessity for the medical profession 
to take the matter up in its Society meetings and 
try to formulate some constructive plan to meet its 
solution. 


Both addresses were most interesting and concise 


-and were well worth a long trip to hear. 


The secretary-treasurer then gave a brief statement 
of the finances of the Society and its general progress, 
and presented two small bills for approval by the 
Society. : 

It was moved, seconded and carried that the report 
of the secretary be accepted. 


The Society then proceeded to the election of 
officers. 


Moved by Dr. Green and seconded by Dr. Hanke, 
“That the present corps of officers be ‘continued for 
the ensuing year.” Carried. 

The officers, therefore are, Dr. C. T. Bower, presi- 
dent; ‘Dr. E. C. Bechtol, vice-president; Dr. D. W. 
Fenton, secretary-treasurer. : 

There being nothing to do under the head of mis- 
cellaneous business, a motion to adjourn was made 
and carried. 

D. W. Fenton, secretary-treasurer. 





MINUTES OF THE MEETING OF THE 
JOINT COMMITTEE ON PUBLIC 
HEALTH EDUCATION HELD 
IN DETROIT, JAN. 16, 1924 


This meeting was held in conjunction with the 
Council of the State Medical Society. 


Members of the Joint Committee present: 
President Burton, Doctors Cabot, Huber, Sund- 
wall, Dodge, Warnshuis, Biddle, Jackson, Har- 
ison, Cook (representing Dr. J. H. Taylor of 
Flint, President of the State Dental Society), and 
Henderson. 


In addition to the members of the ‘Council 
there were present also Doctors Wilson, Dempster 
and Spalding, representing the Wayne County 
Medical Society Committee on Public Education, 
and Miss Mary A Welsh, President of the State 
Nurses’ Association, and Mr. Fred R. Johnson, 
representing the State Conference of Social Work. 

The order of business was as follows: 


1. Reading of the minutes of the last meeting 
held in Ann Arbor October 8. 


2. Report of the committee (Doctors Dodge, 
Cabot, and Warnshuis) appointed by the Joint 
Committee to consider the advisability of ad- 
mitting to membership representatives from _ or- 
ganizations other than those already represented 
on the Joint Committee. The Committee recom- 
mended that the State Nurses’ Association, the 
State Tuberculosis Association, and the State 
Conference of Social Work, be affiliated with the 
understanding that the expenses incurred by 
the speakers assigned from these organizations be 
met by the respective organizations from which 
the speakers are selected. Mr. Johnson called 


the attention of the Committee to the fact that 
the Joint Committee would undoubtedly be able 
to secure co-operation from the American Red 
Davidson, 


Cross, Walter 


through . Mr. Manager 
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of the Central Division of the American Red 
Cross, 308 North Michigan Avenue, Chicago. The 
report of the Committee was accepted and adopted. 


3. Report on assignment of Health lectures for 
the current year, by Professor Henderson. Mr. 
Henderson called attention to the fact that more 
calls were coming in for health lectures than 
could be filled by .the present lecture staff, and 
pointed out the urgent necessity for enlarging 
the staff of speakers, especially as related to 
geographical distribution throughout the State. 


Dr. Jackson, President of the Council, was in- 
structed to communicate with the various County 


Medical Societies of the State, asking them to - 


select from their membership tentative lists of 
speakers, such lists to be forwarded to the Sec- 
retary of the Joint Committee. The Secretary 
was further instructed to communicate with the 
physicians nominated by the various County So- 
cieties with reference to selecting new speakers 
and subjects for the next Health Education Bulletin. 


Mr. Henderson was instructed also to com- 
municate with the proper officials of the State 
Nurses’ Association, the State Anti-Tuberculosis As- 
sociation, and the State Conference of Social Work, 
relative to speakers and subjects. 

4. The report on health lecture program for 
Detroit and Wayne County by Doctors Wilson, 
Dempster and Henderson. At the meeting of the 
Wayne County Medical Society Committee on 
Public Education, Dr. Harold Wilson, Chairman, 
held in Detroit in November, 1923, a sub-com- 
mittee consisting of Doctors Dempster and 
Spalding, representing the Wayne County Medi- 
cal Society, and Henderson, Secretary of the State 
joint Committee, was appointed to prepare a bul- 
letin announcing speakers and subjects for Detroit 
and Wayne County. For a list of speakers and 
subjects, see attached bulletin. 

The list of Health Education lectures as sub- 
mitted by the sub-committee was approved and 
the co-operation of the Wayne County Medical 
Society Committee on Public Education with the 
State Joint Committee was commended. The sug- 
gestion that this list of speakers and subjects be 
incorporated in the forthcoming Joint Committee 
bulletin of Health Education lectures was ap- 
proved. 

5. Consideration of the communication from 
Dr. D. M. Cowie, of Ann Arbor, Chairman of 
the Advisory Committee of the Pediatric Section 
of the State Medical Society, relative to securing 
the co-operation of the Joint Committee in the 
matter of publicity concerning the goitre problem 
in Michigan. It was moved and carried that Dr. 
Cowie be asked to submit to the Secretary of 
the Joint Committee a list of the speakers and sub- 
jects for announcement in the next Health Edu- 
cation Bulletin, such lists to be subject to the 
approval of the Joint Committee. 

6. The Secretary of the Joint Committee was 
asked to prepare and publish the 1924-25 Bulletin 
of Health Education lectures. 

7. The time and place of the next meeting of 
the Joint Committee was set for noon, April 16, 
at Kalamazoo. 

8. Adjournment. 


W. D. Henderson, 
Secretary. 





PROPAGANDA FOR REFORM 


_/ntarvin—Because of numerous inquiries, the 
Council on Pharmacy and Chemistry publishes a 
preliminary report on Intarvin. The product is 
marketed by the Intarvin Company, Long Island City, 
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N. Y. Dr. Max Kahn has applied for a patent on it. 
Many .statements have been given the lay press by 
those interested in the promotion of Intarvin, but 
as yet no publication has appeared in the medical 
press, except preliminary reports by Kahn. Intarvin 
is proposed for use in diabetes or in conditions where 
acidosis occurs. It is a synthetic .fat which, it is 
claimed, can be assimilated by the diabetic without 
the production of products that causes acidosis, as is 
the case with ordinary facts when these are consumed 
by diabetics. Intarvin is stated to be the glyceryl 
ester of margaric acid admixed with 10 to 12 per 
cent of liquid petrolatum. While the usefulness of 
Intarvin is curtailed by the discovery of insulin, it 
should be valuable in planning a diabetic diet if the 
claims made for it are substantiated. Intarvin is 
still in the experimental stage and it is unformtunate 
that so much newspaper notoriety has been given it. 
Until acceptable evidence is available for its useful- 
ness, palatability and practicability, judgment of its 
worth must be suspended.—(Journal A. M. A., Jan. 
5, 1924, p. 51.) 

Chemical Foundation Wins—During the late war, 
our government seized many German patents on syn- 
thetic drugs. Later the Alien Property Custodian, on 
executive order of President Wilson, sold 4,700 
German chemical patents to the Chemical Foundation, 
Inc. This corporation agreed in turn to license any 
American firm that could present evidence of reliability 
in chemical manufacture to manufacture under these 
patents. As a result of this action, physicians may 
today obtain different brands of arsphenamin instead 
of one proprietary “Salvarsan”’—and at competitive 
prices. The same is true of other useful synthetics. 
About a year and a half ago, President Hardirig in- 
structed the Alien Property Custodian to take steps 
to secure the return of all patents sold to the Chemi- 
cal Foundation, Inc. on the ground that the price 
paid was inadequate and the transaction illegal. Suit 
was instituted by the government against the Chem- 
ical Foundation, Inc. for the recovery of the patents. 
The suit was won by the Chemical Foundation, Inc. 
In the decision of the court, it was held that the price 
was adequate, for the reason that many of the patents 
were nonworkable and that, therefore, because of the 
financial risk and hazard, the value of the patents 
“was too slight and problematical to warrant the 
payment by American citizens of a sum even remotely 
approximating what they might have been worth to 
the German owners for their monopolistic purposes.” 
Hence, the bill of complaints filed by the government 
was set aside—(Journal A. M. A., Jan. 12, 1924, 
p. 130.) 

The Action of Salicylates, Cinchophen, Neocincho- 
phen and Related Products——The latest (1923) edition 
of Useful Drugs speaks of the salicylates, cinchophen, 
neocinchophen and related drugs as “highly efficacous”’ 
and “exceptionally efficient” in the management of 
certain phases of arthritis. The assumption that the 
drugs exert an etiotropic action by destroying pacter- 
ial agencies responsible for the disease has repeatedly 
been disproved. They do not function as germicides, 
for evample, in rheumatic fever assumed to be caused 
by micro-organisms. Recently, Hanzlick and Painter 
compared the antiphlogistic effect of salicylates cin- 
chophen and neocinchophen in experimental edema of 
head and neck. They concluded that the so-called 
antiphlogistic action of these drugs as exemplified in 
the prompt amelioration of objective signs or inflam- 
mation, including the swelling and edema of the 
joints, is not due to a direct action on the inflamma- 
tory process. Experimental edema of the head and 
neck in animals was not beneficially influenced by 
previous and simultaneous treatment of the animals 
with sodium salicylate, cinchophen or neocinchophen. 
Negative results with respect to antiphlogistic effects 





90 


have also been observed in the treatment of other 
kinds of edema. Consequently it is concluded that 
the beneficial effects of these drugs in rheumatic 
fever appear to be produced neither through etiotropic 
nor organotropic, but rather through symptomatic 
action, the benefits being mediated through antipyresis 
and analgesia—(Journal A. M. A., Jan. 19, 1924, 
p. 213.) 


Diphtheria Antitoxin for the Infant.—In the pres- 
ence of diphtheria, no age is a contraindication to the 
administration of antitoxin. The dose for infants 
of from 10 to 30 pounds and under two years of 
age has been given as from 2,000 to 10,000 units. The 
immunity to diphtheria in young infants seems to de- 
pend on antitoxin received from the mother through 
the placental circulation. This immunity is possessed 
by more than 90 per cent of children in the early 
weeks of life, but at the end of a year this has been 
lost by about half of them. Serums are well borne 
by young children, as they have little sensitiveness to 
foreign proteins. A suitable immunizing dose of 
diphtheria antitoxin for an infant would be from 
200 to 500 units, and the therapeutic dose from 2,000 
to 10,000 units—Journal A. M. A., Jan. 19,1924, p. 
228.) 


Dermatosis From Fur——Reports have been pub- 
lished of persons who have suffered severe eruptions 
and irritations of the skin following the wearing of 
furs. Investigation has shown that these disturbances 
are caused by paraphenylendiamin which is used to 
dye furs black and quinone, an oxidation product of 
paraphenylendiamin which gives a brown color. The 
untoward effects may be prevented largely by ex- 
treme care in the finishing and dying processes with 
special attention to remove all excess dye, and parti- 
cularly traces of quinone from the fur.—(Journal A. 
M. A., Jan. 26, 1924, p. 307.) 


Effects of Bromids on Epilepsy.—The harmful 
eeffects of the prolonged administration of bromids 
aside from the skin and intestinal effects, are gradually 
increasing dullness, heaviness, torpor, stupidity, with 
greater self centering of interests and unintelligence. 


The size of the dose that is necessary to control the . 


fits is probably an important factor in determining 
the amount of damage that will be done.—(Journal 
A. M. A., Jan. 26, 1924, p. 325.) 





THE CHICAGO SESSION A. M. A. 


ReEpucED RAILROAD RATES 


The passenger associations of various sections of the 
United States have established a rate of one and one- 
half fare for the benefit of those who will attend the 
Seventy-fifth Annual Session of the American Medical 
Association. The benefit of this rate will be extended 
to members of the Association and to members of 
their families who accompany them to Chicago. It 
will be necessary to purchase tickets to Chicago, paying 
the regular fare. At the time tickets are purchased, 
certificates must be secured from the railroad agents. 
These certificates must be validated by the Secretary 
of the Association and by the railroad representatives 
at Chicago. After validation, the certificates will 
entitle holders to a rate of one-half fare for the return 
trip to their homes. Tickets for the occasion will be 
placed on sale in the extreme far western states not 
later than June 3; in territory nearer to Chicago, the 
dates of sale will be adjusted in accordance with 
distances to be traveled. 


Hore. RESERVATIONS FOR DELEGATES 


The House of Delegates instructed the Secretary of 
the Association to arrange for hotel accommodations 
for all delegates during the Seventy-fifth Annual 
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Session of the American Medical Association, to be 
held in Chicago, June 9-13. In compliance with these 
instructions, tentative reservations have been made at 
the Drake Hotel, Chicago, so that each member of the 
House of Delegates may be assured of a room at that 
hotel. The names of all delegates, as far as they 
are known at the present time, have been sent to the 
management of the hotel, and letters have gone out 
to all delegates for the reservation of such accommo- 
dations as may be desired. In writing the hotel, dele- 
gates should be careful to specify that the accommo- 
dations desired are to be provided from the allotment 
of rooms tentatively reserved for members of the 
House of Delegates. Reservations should be made at 
the earliest possible time. If, for any reason, a dele- 
gate does not wish to have accommodations at the 
Drake Hotel, he should so notify the Secretary of 
the Association as soonas possible in order that 
reservations tentatively made and not required may 
be released for the accommodation of other members 
of the Association—(Jour. A. M. A., Jan. 19, 1924.) 





ANTACIDS IN THE MEDICAL MANAGE- 
MENT OF PEPTIC ULCER 


The toxic symptoms most often noted in cases of 
peptic. ulcer are headache, aversion to food, dry 
mouth, excessive thirst, lassitude, nausea, and some- 
times vomiting. With some patients these symptoms 
appear soon after beginning the alkalis, with others 
later on. At times they pass away in a few days even 
though the alkalis are continued in the same amounts, 
indicating, perhaps, that the organism in these cases 
makes some sort of a compensatory adjustment to 
them, either through freer elimination or by establish- 
ing some sort of tolerance to them. Again, the toxic 
symptoms become so pronounced and persistent that 
the alkalis have to be stopped for a few days, and 
sometimes the symptoms return as soon as the alkalis 
are resumed, so that they have to be abandoned at 
least in quantities sufficient to continuously neutralize 
the free hydrochloric acid. Accumulating experience 
makes it clear that ulcer-bearing patients with damaged 
kidneys should be given alkalis with considerable 
caution. On the amounts usually required with the 
alkaline treatment, they seem to develop toxic symp- 
toms easily, and to show definite signs of further re- 
duced kidney function and renal damage in some 
instances. Howard F. Shattuck, Edward L. Rohden- 
burg and Lela E. Booher, New York (Journal A. M. 
A., Jan. 19, 1924), prefer a combination of tertiary 
magnesium sulphate and calcium phosphate. It gives 
a relatively rapid neutralizing effect combined with a 
more slowly acting one, though it has less neutralizing 
power than the present commonly used combination 
of sodium bicarbonate, calcium carbonate and mag- 
nesium oxid. The amounts required varied from the 
equivalent of about 10 grains (0.65 gm.) each of 
magnesium phosphate and, calcium phosphate every 
hour, to 25 grains (1.6 gm.) of each every hour, the 
average being about 15 grains (1 gm.) of each every 
hour. In all cases the urine remained acid. Thus far, 
no toxic symptoms have appeared even when the 
phosphates were increased to 40 grains (2.6 gm.) of 
each every hour. Studies of the urine, blood pressure, 
and phenolsulphonephthalein excretion have shown no 
abnormalities arising during the administration of 
phosphates. For the most part, the phosphates gave 
the same symptomatic relief as the alkalis to ulcer 
patients, although in some instances they did not. When 
they did not give complete relief, alkalis were given 
for short periods, and later on the phosphates were 
resumed with satisfactory results. 
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